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Preface 


During the past decade or more new hope has arisen regarding the 
treatment and discharge from hospitalization of the mentally ill. Tech- 
nological innovations such as new drugs, and modification of electroshock 
therapy coupled with utilization of “social” techniques such as the open- 
ing up of wards, therapeutic rather than custodial orientation of staffs 
and manipulation of the hospital milieu in the interest of creating a 
“therapeutic community,” have served to stimulate and increase such 
hope. To some extent the hope has been realized in the increased ratio 
of discharges to admissions during this period, although the problem of 
a high readmission rate in most hospitals still remains. Seeking to reduce 
the readmission rate as well as further to extend the rehabilitation re- 
sponsibility of hospitals and other community agencies, several techniques 
have been evolved for providing a cushioning of the potentially traumatic 
event of restoring the patient to his community, These transitional media 
thus provide new pathways from the mental hospital. 

Of the range of transitional facilities now being utilized, we have 
attempted in this issue to present surveys and case studies of four gen- 
eral types: day hospitals, halfway houses, sheltered workshops and ex- 
patient organizations. Other types of facilities are also in use, in various 
locales and with various programs and results, such as foster home care — 
with a long tradition in psychiatric rehabilitation — and night hospitals, 
of relatively recent vintage. The four types of facilities chosen by us have 
become increasingly favored by professionals in the field, and their use 
is becoming more pervasive. Furthermore, the editors knew that research 
had been done in these agencies by social scientists and clinicians. Some, 
for example, the night hospital, have benefited by little research atten- 
tion so far, and others, for example, foster home care, have recently been 
surveyed (Hester B. Crutcher in the American Handbook of Psychiatry, 
1959). 

The issue editors have attempted to integrate the separate studies 
by providing each contributor with a uniform outline of desiderata and 
suggesting that some information about each element be included. For 
the surveys the major elements to be covered were: definition of the 
facility; theoretical and practical rehabilitative assumptions; functions 
served; physical settings; populations serviced; staff composition; daily 
routine; activities and amount of member involvement; rehabilitative 
implications. For the case studies the elements were the same, with the 
additional requirement that the development of the agency and study 
methods and results be described. 








The paper on the transitional hospital was felt to be desirable in 
addition to the above since most pathway agencies receive their members 
after hospitalization and, strictly speaking, rehabilitation begins in the 
hospital. It should be remarked that most types of transitional agencies 
have also attempted to prevent hospitalization by receiving some mem- 
bers directly from the community. To aid in conceptualization and 
understanding, an attempt has been made in the first paper to present 
a theoretical model for viewing the process of rehabilitation. The final 
paper is an effort to abstract some common dimensions and problems of 
pathway organizations, 
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Rehabilitation As A Sociocultural Process 


David Landy 


The behavioral sciences, and the field of psychiatric rehabilitation 
have as yet been unable to provide an adequate theoretical framework 
for the study and description of the rehabilitation process; but one must 
be provided before that part of the rehabilitative process concerning 
the patient’s departure from the mental hospital and re-entrance into 
the community is to be understood. An attempt is made here, inade- 
quate though it obviously must be, to establish a crude framework 
from existing concepts in the above fields, for the study of rehabilitation 
as a social process. This framework has shaped to some extent the kinds 
of data collected and analyses made by the present writer in studying 
two of the many modes of transition from hospital to community. It also 
seems applicable in some degree to all the studies in this issue and 
therefore may receive a certain theoretical credibility, if not complete 
validity. 


Cultural Movements 


In the broadest sense one may view rehabilitation as a process in 
acculturation, though not in the strict sense of change resulting from 
culture contact and interaction, as this term has been used in anthro- 
pology and sociology. Perhaps a better way to characterize the process 
from the cultural standpoint is to view it as a series of cultural move- 
ments for the patient, or enforced cultural conformity from the viewpoint 
of the social institutions involved in bringing the patient “back to nor- 
mality.” 

The process begins the moment the troubled individual becomes 
ill; he is viewed as taking on the role attributes of a sick or deviant per- 
son in his family and community. As the illness becomes so intense that 
the victim is unable to tolerate family living and/or the family is unable 
to accommodate to his sick behavior, the first cultural movement and 
dislocation takes place as he leaves home to enter the hospital. He must 
adapt to the cultural milieu of the hospital, must find a place for him- 
self in its way of life. In the process he first must learn to accept the 
fact that he is ill and then, as his symptoms begin to remit, to begin to 
accept more “normal” or “well” ways of behaving. As he learns something 
of the “well” role, he may be deemed ready for transfer to the com- 
munity — or, if such conditions as unhealthy family situation, lack of 
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family or friends, lack of financial resources, regressed social adaptational 
techniques, and so on, seem to block the patient’s path back to the gen- 
eral society, one of a number of different pathways, involving the use 
of various types of transitional facilities such as are discussed in this is- 
sue, may be brought into play. Again a significant cultural movement 
and dislocation occurs. He must now adapt to the subculture of the 
transitional agency, and to some extent learn to play a new role there — 
convalescing patient or expatient. In all such facilities the patient con- 
tinues to be known, at least to members of the agency, as an expatient. 
In some, as in voluntary membership in an expatients’ club, he decides 
to continue, at least for the period of membership, the role of expatient, 
in contrast to patients who leave the hospital directly for the communi- 
ty, and, more often than not, “pass” into the society without the identi- 
fying stigmata of the expatient role (see Wechsler’s article on expatient 
organizations in this issue). 

Each phase of the rehabilitation process, then, presents a potential 
cultural discontinuity for the patient. At any point along the way his 
steps may falter and he may return or regress to an earlier phase. He 
may be unable even to place his foot upon any community-directed path- 
way in some cases. But in any event, the task of diverse rehabilitators in 
hospital, transitional agency and community is to help smooth the pas- 
sage through these exchanges of cultural environments so that the pa- 
tient may learn successfully to accommodate to them and live with and 
in them. The process is complicated by the fact that the stages are over- 
lapping so that the patient may have to play more than one role at one 
time. Unlike socialization of the child, discussed below, the stages have 
no discrete markers such as age. 

Socialization 

A somewhat less broad approach, and a more viable one for the 
study of rehabilitation, is to see the whole process, from the patient’s 
viewpoint, as one in socialization or resocialization — of learning and re- 
learning ways of personal and interpersonal behavior in a series of po- 
tentially therapeutic or antitherapeutic situations in which the patient 
must learn to live with himself and with others at every step of the way. 
In this view the rehabilitators become teachers and/or enablers. Through 
various kinds of assistance, from role-modeling of nurses and other staff 
and patients on the ward to guidance of the psychiatrist in the com- 
plexities of the psychotherapeutic process, the patient is either learning 
new ways of perception and behavior, or relearning old ways from an 
altered perspective. Theoretically as he moves from one social role to 
another — well person to sick person to patient to convalescent patient 
to expatient to well person— he must learn or relearn the functional 
aspects of these statuses and their requisite roles. Relearning and social 
readaptation has been referred to as rehabilitation; new learning and 
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adaptation habilitation. The extent to which a patient must be habilitated 
or rehabilitated depends upon his own resources, the depths of his illness 
and degree of impairment of interpersonal skills, and the resources and 
capabilities of hospital, transitional agency and community. 

In a recent study we have attempted to see rehabilitation on the 
hospital ward as a process of socialization or resocialization. The nurse 
is seen as an authority figure, in some respects functioning as a parent- 
surrogate to the patient. Student nurses and attendants similarly may 
be seen in family-surrogate roles (parents, siblings, other relatives). Other 
patients are viewed as comprising the peer group to which the patient 
must affiliate in some manner. The patient is viewed as analogous to the 
child in learning the ways of his society in family and peer group, each 
acting as agents of cultural movement and influence. In this sense the 
patient is for the most part a learner in the process — but he is also to 
some extent a teacher of other patients (and the staff, as it frequently 
will admit, in turn learns from him, also!) 

The patient, nevertheless, is not to be confused with the child. He 
already has had some experience, however his growing may have been 
a pathologically distorted process, in learning 'the ways of his society 
and reference groups. No matter how deprived he may have been, no 
matter how asocial a warped socialization may have rendered him, he 
is not simply facing life de novo. Each situation he encounters in the re- 
habilitation process may appear new to him, but he adapts to it in terms 
of his previously learned response repertory. (Even though a goal of 
psychotherapy may be the modification of his behavioral response mecha- 
nism, these have been learned earlier — and can only be unlearned, which 
is a difficult process, or changed.) Authority figures (staff personnel) 
and peer group figures (fellow patients) serve, therefore, not only as di- 
rect teachers or inculcators but as role models for the proper relearning 
of older roles, or the learning of newer more socially appropriate, more 
“adult” roles. 

In the ideally successful case of rehabilitative resocialization, the pa- 
tient will have learned how to modify his old behavior modes, or learned 
new ones which are acceptable to hospital — and later transitional agency 
— authorities, and therefore also acceptable to the larger society. What 
the authorities transmit and model are values and practices of the par- 
ticular segment of society in which they have themselves been socialized. 
In most cases they will be oriented toward middle-class values and prac- 
tices, since these are, to the staff, ““second-nature,” and underlie and mo- 
tivate their instrumental and expressive behaviors. Obviously, therefore, 
where the patient comes from a similar background, and his values are 
fairly consonant with those of the staff—or with relatively minimal 
conflict brought into line with these values — the chances for successful 
rehabilitation would seem to be greatest. However, as we shall see in 
the study of a halfway house, it is not only middle-class patients who, 
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having been treated in the hospital and transitional agency, become able 
to function adequately in the community. Lower-class patients also are 
often able to accomplish the transition from illness back to health, from 
desocialization back to socialization, successfully. One could hypothesize 
that in such cases the lower-class patient already has, or has been en- 
abled to accommodate to, a set of middle-class value orientations. It is 
possible that he may be able to effect changes toward a middle-class 
orientation among his relevant others, but this whole question compels 
further exploration and study. 

For child or patient. the end-point or major goal of socialization 
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is the internalization of the values and practices which define and direct 
his culture. When he has been able to internalize these values and prac- 
tices, he has also identified with authority figures and peers (identifica- 
tion with the latter may involve reinforcement of authority identifica- 
tion or rebellion against it). Identification then means that the indi- 
vidual has learned how to behave like the person or persons with whom 
he identifies and is capable of such behavior in the absence of the per- 
sons who acted as teachers and models. Whether or not he is aware of 
it or wishes it, every participant in the socialization process thus becomes 
to some degree a model (positive or negative) with whom the child or 
patient identifies. 

Lack of space forbids further discussion of the complicated theory 
of socialization. The author had dealt with it at some length elsewhere 
(Landy, 1959). Along with other sources, the reader is especially re- 
ferred to the excellent study of the development of “interpersonal com- 
petence” by Foote and Cottrell (1955). Interpersonal competence (it- 
self a highly valued objective in American culture—and a concept which 
could spring perhaps only from such a culture) may be seen as the goal 
of socialization of the child, or resocialization of the person suffering 
from emotional disturbance and social alienation. 

Use of a socialization paradigm has permitted us not only to view 
sick people and others trying to help them get well, but people behaving 
in specific ways in specified social systems and cultural milieux. The use 
of this framework helps us to see not simply a set of persons behaving 
in strange and bizarre fashion and another set of persons attempting to 
cope with such actions, but persons behaving in ways that, while defined 
as deviant by their society, are never completely outside its pale. The 
hospital is itself a social institution and its ways are defined by the cul- 
ture in which it is a participant; the same may be said for the day hos- 
pital, halfway house, expatient club, protected workshop, or other post- 
hospital rehabilitative operation. Sick behavior as much as well behavior 
is culturally defined. This does not deny the possibility of biological 
bases of etiology, but states that getting well, and the process of making 
sick persons well, take place in given social and cultural contexts and 
this must be made explicit in understanding processes of health and dis- 
ease. From this viewpoint the hospital and its staff, and “pathway” 
agencies and their staffs, are seen as community agents attempting to 
restore to adequate social functioning these socially impaired members 
of the community, 
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Psychiatric Day Hospitals: A Survey 


Charles Winick 


A psychiatric day hospital is a facility for patients needing inten- 
sive treatment within a relatively structured environment. While it offers 
the same variety of treatment procedures as the mental hospital, it differs 
in that patients are present for part of the day and do not live at the 
hospital. It seeks to help a patient to relate to his community rather 
than be severed from it. 

The day hospital evolved out of gradual recognition of the impor- 
tance of settings in which psychiatric treatment occurs. Probably the 
first day hospital was opened in Moscow in 1932, but the first psychiatric 
day hospital as such was established in 1946 at Montreal’s Allen Memo- 
rial Institute (Cameron, 1947). England’s Marlborough Day Hospital 
was established as a separate institution in 1948 (Bierer, 1951). Day 
hospital facilities have been set up in India, Nigeria, Holland, Haiti, 
Denmark, Russia, Canada and England. Each country has adapted the 
day center to meet indigenous needs. The American Psychiatric Associa- 
tion sponsored a conference on day hospitals in 1958, and the Founda- 
tion for Day Hospitals was established in New York in 1959 as an in- 
formation resource. Some 5,000 patients a year—approximately one half 
of one per cent of the number of hospitalized mentally ill patients—are 
receiving care in the 26 American day hospitals. 

The first day hospitals were opened to overcome limitations of both 
in-patient and out-patient treatment. In-patient hospitalization may 
not be practical or therapeutic for some patients. Some may adapt to the 
role all too easily and relish remaining in the hospital, thus reinforcing 
dependency needs. Patients who have excessive time in which to think 
about themselves may intensify their symptoms. Some will have diffi- 
culties in getting used to post-hospital life. There may be less “hospitali- 
zation effect” in a day center. 

A day center may supply facilities not available in an out-patient 
psychiatric facility and at less cost than custodial in-patient hospitaliza- 
tion, while the patient can remain in an ongoing relationship with com- 
munity, family, and/or work situations. The day hospital may be viewed 
as a miniature community that fosters socially acceptable life processes. 
Most day hospitals have patients of both sexes, in contrast to segregation 
of the sexes in a closed hospital. 

The average cost of maintaining a patient in a state hospital is 
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approximately $100. per month (Fein, 1958). Costs at extant day hospi- 
tals range from $80. to $300. per month. Most day hospitals use existing 
space and thus avoid major expenses for construction. Day hospitals 
in the future may have to spend money for construction, but such expen- 
ditures may be less than for custodial institutions because of the lack of 
sleeping facilities. Day hospital experience so far suggests the possibility 
that some patients receive treatment for a much shorter period of time 
than would be the case in an institutional setting. The patient may bene- 
fit financially if withdrawn from social functioning for a relatively 
short time. 

The day hospital seems to incur less stigma than the mental hospi- 
tal, in part because patients continue to live at home and in part because 
formal commitment procedures are avoided. Thus it may attract more 
kinds of people who need help. From the “open door” policy for mental 
hospitals, pioneered in Scotland, it was a logical development to a non- 
residential psychiatric hospital. Patients’ behavior in day center treat- 
ment suggests that some may respond positively to the opportunity to 
work intensively in a setting which has attributes of a “family” and of 
a clinic. Day hospital treatment may be accepted by the patient as an 
earnest of the staff’s belief in his ability to improve, to which he often 
responds positively, Patients receive a relatively intense individualized 
period of treatment which includes their families. Such treatment is as- 
sumed to help patients to overcome isolation and loneliness and rejection 
by themselves, their families, and society. 


Physical Settings 


Physical settings include large apartments, separate buildings on 
the grounds of a large mental hospital, a separate small building in a 
community, space in an office building, space set aside in a mental hos- 
pital or a general hospital psychiatric department, and a basement in a 
hospital. Some centers make a special effort to find quarters which are 
“homelike” rather than like a traditional hospital. 

Accessibility to some kind of public transportation is a necessity. 
Space for arts and crafts activity, classrooms, refreshments and foods, 
library, psychotherapy, music and game rooms, and outdoor sports facili- 
ties, represent desiderata. 


Selection of Patients 


Varying purposes of different day hospitals have led to varying 
criteria for patient selection. Usual diagnostic criteria and categories 
have not proved helpful. Patients selected are usually reasonably well 
motivated for treatment, communicate at least minimally, and can cope 
with activities involving personal hygiene, housekeeping, and sports. 
Even though there have been no extensive follow-up studies, reports 
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indicate success with almost every category of psychiatric patient, includ- 
ing severe neuroses, character disorders, manic-depressives and schizo- 
phrenics. Relatively old patients as well as children have been treated 
(Cosin, 1955; Freedman, 1959). The Day Unit at the New Jersey State 
Hospital at Trenton has accepted patients from 14 to 65 years, and reports 
an improvement rate of 72 per cent since it opened in 1952 (Tobin, 
1958). 

Day centers tend not to accept patients (1) whose families cannot 
or will not cooperate in treatment, (2) with a record of repeated suicide 
or homicide attempts, (3) unable to come regularly or who require 
special nursing care, (4) some psychopaths and sexual delinquents, alco- 
holics or addicts, and mental defectives. Some centers will not accept 
severely depressed patients, especially those with involutional melancho- 
lia. Sadism, masochism and “injustice collecting” may be especially dis- 
ruptive characteristics in day center patients. 


Functions and Population of Different Day Hospital Settings 


The day hospital as part of a psychiatry department in a general 
hospital is illustrated in the Montreal General Hospital and Johns Hop- 
kins Hospital. Many psychiatrists believe that a patient may need ready 
access to 24-hour care and hospital facilities. Other medical resources 
may also be needed to treat physical complaints. 

The day center in this setting is likely to share professional personnel 
and facilities with in- and out-patient departments. Patients may be 
referred directly from in-patient status or for staff determination of the 
necessity for in-patient care. The hospital’s ability to accept in-patients 
may encourage the day center to admit patients who are quite disturbed. 

There is some evidence which suggests that relapse is especially 
likely in the weeks following hospital discharge, and that special facilities 
for patients during this period may be useful (Kaye, 1949). One kind of 
day hospital is a special after-care facility (Gilmore, 1952). Even chronic 
relapsing schizophrenics have successfully been given intensive day cen- 
ter treatment at the Brooklyn Aftercare Clinic of the New York State 
Department of Mental Hygiene (Carmichael, 1960). In a few weeks or 
months, intensive day treatment may prepare such a patient to maintain 
himself in the community. Some may require traditional aftercare ser- 
vices and the day hospital may refer them to an aftercare clinic. One 
mental hospital’s day center had discouraging results because the profes- 
sional staff had difficulties in adapting to the new situation, suggesting 
the importance of adequate training for the staff (Bierer, 1955). 

Another form is a separate and self-contained center for intensive 
psychiatric treatment of patients without previous treatment, who are 
referred by a variety of community resources. Such a separate unit must 
provide its own medical and other services. One problem of the inde- 
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pendent day center has been its difficulty in attracting qualified person- 
nel, because it must compete with the more established career lines and 
substantial financial resources of the traditional medical centers. 


Staff and Treatment 


The treatment program at each day center is partly a function of 
its locale and sponsorship. Some centers make formal diagnoses of each 
patient, using psychiatric interviews and psychological tests, while others 
depend primarily upon clinical impressions. Most day centers draw upon 
a wide range of therapeutic procedures that reflect treatment philosophy 
of the sponsoring organization. Psychotherapy may range from intensive 
psychoanalytically oriented treatment, and sometimes narcoanalysis, to 
relatively supportive and directive treatment. Group psychotherapy is 
common. Most personnel are viewed as adjunct therapists, so that the 
number of hours of formal psychotherapy the patient received may not 
be an accurate index of the amount of treatment provided. 

The day hospital staff composition varies with orientation and ad- 
ministrative affiliation. One center which has a hospital affiliation but 
its own building and budget has a staff consisting of a psychiatrist, two 
social workers, a half-time psychologist, stenographer, head nurse, staff 
nurse, two occupational therapists, two psychiatric aides, recreation in- 
structor, and several volunteers. The center services about 25 patients 
at a time. A center which is part of a psychiatry department in a general 
hospital or a state mental hospital would be likely to have fewer organic 
personnel and to borrow regular staff of the larger facility. Day centers 
may be able to use auxiliary personnel so effectively that use of the rela- 
tively scarce time of psychiatrists may be optimized (Balaban, 1956). 

Day centers may maintain a variety of physical therapies like elec- 
tric shock and subcoma insulin therapy. Pharmacotherapy of various 
kinds is in wide use. 

Occupational retraining occurs in almost every day center, Training 
required by the patient who has been in a mental hospital for years be- 
fore going on to a day center will clearly be quite different from that 
required by a patient who has been working steadily and who enters 
day treatment for an acute emotional disturbance. Occupational thera- 
pists, art, ceramic, and music therapists are frequently used in therapy 
and as resource persons. Some patients may be given work assignments 
at, or in some cases even outside, the day center. Sports activities, classes, 
films, playing cards, and library activities are frequent components of a 
day program. Helping a patient to get a job upon discharge may be a 
function of vocational guidance personnel or social workers. 

Clerical and receptionist personnel have more to do with patients 
than is customary at traditional psychiatric centers. Some day centers, 
especially those which offer shock treatment, have had orderlies or aides. 
Volunteer and semi-professional personnel have been used in clerical 
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tasks, teaching, social activities, recreational trips for patients, and as 
friendly nonmedical persons with whom patients might relate. The role 
of such personnel must be carefully defined and supervised to avoid in- 
terfering with work of the regular staff. The use of patients as volun- 
teers in other community services has been reported (American Psychi- 
atric Association, 1958). Staff-patient ratio may be as high as 1:2. 

Patient population is likely to range from 10 to about 50. Much 
treatment involves daily visits, the patient handling his own transpor- 
tation without assistance. Some centers are open seven days a week and 
some evenings and weekends. The treatment day is usually seven or 
eight hours. Lunch is generally served although some centers provide 
only coffee or tea and require patients to bring lunch. Some centers re- 
port good results from having patients on half-time or less and flexibility 
in scheduling seems to be an advantage. 

Some centers start patients a few days a week before they come in 
daily. Some patients are “weaned” after intensive daily treatment by 
gradually beginning to resume family and work responsibilities. Patients 
may be transferred to out-patient departments, expatient clubs, or 
other facilities, upon completion of treatment, or transferred to a custo- 
dial hospital when they do not respond. 

The day hospital at Johns Hopkins’ Henry Phipps Psychiatric Clinic 
has been experimenting with nurses wearing civilian clothes, as in a few 
other modern hospitals, instead of a traditional uniform. Civilian clothes 
suggest that emphasis is on informality. Other centers prefer that uni- 
forms be worn as symbols of the healing arts and knowledge. The Men- 
ninger Memorial Hospital’s day center, and other centers which stress 
psychotherapy, have reported relatively little function for the traditional 
role of the psychiatric nurse. Nurses have been used in teaching classes 
in hygiene and in pharmacologically oriented facilities. The nurse may 
have executive functions or may be a discussion leader (Boag, 1960). 

There is a general tendency to provide “structure” as needed to 
protect the patient from self-destructive or antisocial tendencies, while 
maintaining an informal milieu to permit social acceptance and a non- 
threatening atmosphere. There is a possibly greater opportunity for the 
occurence of suicide and other destructive action in a day hospital than 
in a closed hospital. Psychiatrists have recommended that special pre- 
cautions be taken with severely depressed patients. 


Implications of Day Hospital Experience 

One feature of the spread of the day hospital idea has been agree- 
ment between psychiatrists of diverse ideologies on possible therapeutic 
effectiveness of this new approach and the desirability of expanding its 
use, possibly portending some future rapprochement, on this level at 
least, among the several schools of psychiatry. The apparent success re- 
ported by psychiatrists of such divergent views suggests the possibility that 
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the form within which treatment occurs may be central, even though 
not the “magic” procedure for which some early enthusiasts had hoped. 
Objective controlled studies and reports on details and dynamics of 
treatment are still rare, and specific determination of the effect of the 
form must await their publication. The few available studies, however, 
have reported relatively encouraging results. The importance of the 
need would appear to make experimentation with the day hospital's 
promise a matter of urgency. 
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The Day Hospital: A Case Study 


Bernard M. Kramer 


The Day Hospital described in this paper is organically linked with 
the Massachusetts Mental Health Center, a 150 bed teaching hospital 
for intensive treatment of acute psychiatric disorders. Its earliest begin- 
nings were in the late 1940’s when a selected group of post-lobotomy pa- 
tients were placed on day-care status to obtain intensive rehabilitation 
services. With a social worker as the key professional, a rudimentary 
day-care program was established in the early fifties for a group of ex- 
patients who had been returning unofficially to the hospital’s lobby; their 
presence heightened administration’s awareness that treatment modalities 
requiring less than full-time hospitalization should be established. In- 
creasing experience led to the establishment in October 1956 of a full- 
fledged Day Hospital as an official unit of the hospital. Day patienthood 
was accepted as an official category within the Department of Mental 
Health; a fee was charged (then two dollars per day, now five) ; a re- 
ferral system was established; staff was greatly expanded and the unit 
placed under specified medical leadership. A mark of its present stand- 
ing is the fact that the unit is financed mainly by state appropriations 
with some help from the Office of Vocational Rehabilitation. 

At work over the years were forces which led to the opening of hos- 
pital doors, the therapeutic community, patient government and new 
transitional facilities such as halfway houses, sheltered workshops, foster 
home care and ex-patients’ clubs. The zeitgeist, the new interest in psy- 
chotherapy of psychotics and the new chemotherapies all coalesced to 
give impetus to the Day Hospital. 

It differs, of course, from the usual full time hospital in that the 
day patient does not sleep in but goes home nightly and over weekends. 
Arriving at 9:00 a.m. and leaving at 4:00 p.m., most patients come to 
the center five days a week. Frequently days are reduced as the patient 
progresses. As of spring 1959 less than 20 per cent were coming in for 
fewer than five days per week. 


The Patient Population 

On an average day there are 50 patients on the rolls of the unit. 
Of the patients who have gone through the unit in its first two-and-a- 
half years approximately 25 per cent were admitted directly from the 
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community while the remainder were admitted after a period of full 
time hospitalization. Thus, the Day Hospital serves a transitional func- 
tion and a preventive function. As an alternative to full-time hospitaliza- 
tion the Day Hospital prevents the presumed ill-effects of institution- 
alization and separation from family and community. 

Criteria for admission have been somewhat variable and often pa- 
tients are admitted without specific factors in mind. Admission is most 
commonly based on agreement by all parties (including patient, family, 
psychiatrist and Day Hospital) that the patient could benefit from a 
stay in the unit. The chief resident has felt that patients should be ad- 
mitted only with some assurance of a meaningful relationship with a pro- 
fessional person. Otherwise, he felt, the patient would be “lost” and the 
admission would mean “dumping” a difficult patient. 

Almost all diagnostic entities are represented in the patient popu- 
lation but schizophrenia predominates. Approximately 65 per cent of 
the patients were diagnosed as psychotic. As a rough index of chronicity, 
approximately twenty per cent of the first 275 cases had been retained 
in mental hospitals for a period of one year or more prior to admission 
to the Day Hospital. 

Women have outnumbered men (61 per cent female) and this fact 
has made itself felt in the operation of the unit. As a “female-flavored” 
setting, with women predominating among patients and staff alike, ques- 
tion has been raised by staff as to its value for men, especially those with 
difficulties in personal identification. Efforts to deal with this issue have 
included recruitment of a male attendant and encouragement of male 
referrals in order to normalize the sex ratio, From appearances, though, 
the problem remains. 

The day population is on the whole young; almost half are under 
30 years of age and about 10 per cent under 20. Not surprisingly, almost 
two-thirds of the group are single. Catholics, Protestants and Jews made 
up 43, 30 and 22 per cent of the total patient population. The following 
percentages are found in regard to previous occupation: professionals, 
proprietors, managers and officials, 8; clerical. workers, 27; skilled work- 
ers, 6; semi-skilled and unskilled workers, 18; students, 12; housewives, 
16; unemployed, 13. In all these respects the day population resembles 
that of the in-patient hospital. 

Although most day patients live within easy commuting distance of 
the hospital, approximately one-fifth live more than one hour away. 
Approximately 80 per cent commute between home and hospital un- 
accompanied, Public transportation is used by most, though a few walk 
and still fewer drive their own car. New patients are often escorted by 
relatives in the early days of their stay but almost invariably they begin 
to arrive unaided within a short time. In part this is a function of pro- 
gressive recovery by the patient and his increasing familiarity with ordi- 
nary social procedures. It is also, however, related to staff's emphasis on 
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learning to be independent and to function in socially acceptable ways. 

Close to 90 per cent of a “slice in time” sample of 48 patients were 
judged to be severely ill by the chief resident of the unit. (Since the cate- 
gories offered were simply “severe” and “not severe,” a built-in bias may 
have been operative in the direction of overestimating severity.) Prog- 
nosis was judged to be “good” in 9 per cent of the cases, while 70 per 
cent were judged to have “fair” prognoses; the remaining 21 per cent 
for whom information was available were placed in the “poor” category. 

Only one-third were viewed by the nursing staff as never being dif- 
ficult to manage. Many of the remaining two-thirds are probably more 
severely ill, although we recognize that severity of illness is not necessarily 
correlated with difficulty in management. 

A majority of the first 275 admissions (61 per cent) stayed in the 
day center three months or less. A stay of more than three months but 
less than a year characterized 27 per cent and the remainder stayed one 
year or more. The reader should bear in mind, however, that length of 
stay in the day center is related to numerous factors such as diagnostic 
category, rate of progress, chronicity, conditions at home, readiness for 
work and depth of involvement in psychotherapy. 


The Staff 


The staff is made up of “core” personnel and “borrowed” personnel. 
The core group consists of a half-time psychiatrist, a full-time social 
worker, three full-time registered nurses, a part-time occupational thera- 
pist, a clinical psychology interne and a vocational counsellor trainee. 

A half-time psychiatrist operates as Chief of the unit. She communi- 
cates with appropriate personnel, provides medical administration for 
patients in psychotherapy who do not have a separate medical adminis- 
trator, consults with and gives leadership to staff members and, perhaps 
most important of all, has regularly scheduled periods when her door is 
open and patients know they may comfortably approach her with any 
problem. 

The social worker played a vital role in establishing the unit. Her 
work has gravitated toward dealing with relatives and her efforts are 
currently limited almost entirely to providing case work services for fami- 
lies of directly admitted patients. 

The charge nurse has been with the unit almost since its inception. 
Her role is to coordinate many of the unit’s activities and to be easily 
available to patients. The latter function is also served by the other two 
nurses but one is responsible for medications and associated problems 
such as suspected failure of the patient to ingest the drugs he takes home, 
or complaints of side effects. The third nurse specializes in the activities 
program centered in the unit’s day room. Additionally, approximately 
ten student nurses from Boston University and Vermont University affili- 
ate with the unit for three-month periods throughout the year and be- 
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cause they are encouraged to form one-to-one relations with patients, 
constitute an important element in the unit’s armamentarium. 

An occupational therapist, at half-time is part of the unit’s “core” 
staff. Her role is ordinarily to stimulate and teach arts and crafts in the 
“day room” but oft-times her efforts spill over into informal social and rec- 
reational activities such as fairly regular trips to a bowling alley. These 
activities provide opportunities for interpersonal interactions which ap- 
pear to have therapeutic effects at the psychological level. In fact, almost 
all levels of the hospital staff view the activities of ancillary personnel such 
as OT workers, nurse, etc., as having their fundamental value in their 
psychological impact on the patient. 

Core staff also includes a clinical psychologist who performs a variety 
of duties including psychological testing, psychotherapy and conducting 
social or educational groups, A vocational rehabilitation trainee also of- 
fers help in vocational counseling and placement. 

A large number of staff members from the hospital-at-large are ad- 
ditionally “borrowed” by the Day Hospital. Psychiatric residents and so- 
cial workers whose major case loads are centered in the in-patient serv- 
ices carry a smaller load of day patients either in psychotherapy or as ad- 
ministrative cases. Thus, intensive therapeutic efforts are distributed over 
a large number of individuals, each of whom is responsible for a small 
number of patients. Ensuing communication difficulties have been eased 
by strengthening medical leadership. Forthcoming organizational modi- 
fications further reduce communication difficulties by attaching residents 
and other workers directly to the unit. 


The Physical Setting 


The Day Hospital has two physical loci. One, which we may call the 
“central unit,” contains a large day room, a nurses’ office, a social 
worker’s office, the chief of service’s office, a combination examining 
room and interviewing room and an office flexibly used by various per- 
sons for work with patients. The day room is loosely divided into sev- 
eral functional areas, including a living room area, a ping-pong and ac- 
tive game area, a cooking and coffee break corner, an OT area and a 
section for parlor games. 

The second locus is essentially the entire physical plant of the hos- 
pital. Patients attend individual and group therapy sessions throughout 
the hospital; they hold jobs in various departments of the agency; they 
participate in athletic and recreational activities in the hospital’s gym- 
nasium, pool, auditorium and lounge. Furthermore, since the hospital is 
an open one, day patients may be found at different times in almost 
every nook and cranny, In one sense the day unit is an organic part of the 
hospital. But since the unit has its own physical locus and social organi- 
zation it is also quasi-autonomous. 
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The Daily Routine 


Though there is no set schedule to be rigidly followed, a number 
of activities are regularly available. Among these are a music apprecia- 
tion class, a film series with discussions, and a dance class. Other activities 
are arranged in accordance with desires of patients and staff and in re- 
lation to availability of specialized personnel or patients capable of pro- 
viding leadership. A large poster lists available activities and serves as a 
reminder rather than an order. 

Once weekly patients meet in two groups of 25 with a staff mem- 
ber to discuss plans, express wishes or ventilate feelings. A large sign near 
the nurses’ office lists the members of each group with an appended 
note that all patients are expected to attend their respective groups, It 
is one of the few ways in which the patient’s life in the unit is formally 
structured. An important element in the staff’s approach is the belief 
that most patients, especially schizophrenics, suffer from deficiencies in 
both inner and outer control. In this view, controls should be provided 
not by fiat or emphasis on routine but through subtle responsiveness to 
individual needs for control as they vary from patient to patient. 

There are, however, certain minimal rules. It is expected that all 
patients will attend the Day Hospital according to prescribed schedule 
and that absences will be accounted for. When a patient fails to “show” 
or telephone in, the nurse calls home to determine the reason and, more 
importantly, to help with possible barriers preventing the patient from 
attending. It is expected that patients will arrive and leave at the proper 
time; sign in and out daily; attend “ward meeting;” and not participate 
in certain in-hospital activities such as patient government on the premise 
that dependency on the hospital should be discouraged and conditions 
for breaking the “umbilical cord” be enhanced. 

These expectations derive their strength from consistent application 
rather than from rewards and punishment since the Day Hospital does 
not possess the sanctions of the full-time hospital (such as seclusion, re- 
strictions). The human, interpersonal touch appears to be the major 
means of providing controls or exercising pressure. 


Meaning of Day Hospital to the Patient 


Approximately 60 per cent of 48 patients interviewed in April, 1959 
said they had wanted to be admitted to the Day Hospital. Although it 
is not clear whether “wanting to come” signifies acceptance of a fait ac- 
compli or a more positive motivation, more than half view their entry 
into the unit with neutral or positive feelings. Similarly, about half of 
the patients recognized retrospectively that they were ill when admitted 
to the Day Hospital. 

Patients were classified according to their overall responses as having 
six main orientations toward the Day Hospital. Approximately one-third 


18 








(18) perceived the unit as a place where one may be helped toward re- 
covery or as a transition point in the progression toward ultimate release 
from patienthood, One patient put it succinctly, “It’s that missing link— 
you're adjusting to home but not isolated from the people who under- 
stand you.” Another group (5) saw the experience in the unit as re- 
volving around fellow patients. A representative comment was, “Com- 
panionship is the most important thing about the Day Hospital.” Still 
another category is expressed by the remark, “It’s a place where you can 
make yourself at home—play games and cards and make coffee.” The 
activities program stood out as a focal point for this group (5). Work 
in the hospital was the central focus of orientation for another cluster 
(3). They viewed their jobs as the major cure for their illness and felt 
that other aspects of the Day Hospital were quite secondary. The Day 
Hospital is a “place to be,” in the eyes of another group (7). The words 
of one respondent typify this orientation: “The only thing the Day Hos- 
pital gives me is the chance to be somewhere and not stay at home all 
the time.” Finally, indifference or open hostility was expressed by an- 
other set of patients (10). Representative comments were, “I seem to 
be wasting my time here.” Or, “First thing, I don’t like it. Second thing, I 
don’t like it. Third thing, I still don’t like it.” 


Concluding Comment 


The knotty problem of evaluation has not been specifically tackled. 
Only with the most careful sort of investigation can we make definitive 
statements about the efficacy of any form of treatment. We limit our- 
selves, therefore, to what appears to be a reasonable view from the clin- 
ical standpoint as it seemed to a social scientist studying the organiza- 
tion. To most clinicians in this setting the Day Hospital has “proved 
itself.” In fact, it is planned to increase sharply the proportion of pa- 
tients cared for on a daytime basis, not only in Day Hospital but 
throughout the in-patient service. Each new hospital patient will be 
evaluated upon admission and at frequent intervals during his stay to 
determine whether he should be placed on day status, It is anticipated 
that ultimately a relatively small number of beds will be available for 
patients whose individual situations indicate overnight care. 

Although firm evidence is lacking as to its therapeutic effective- 
ness, Day Hospital has the appearance of a valuable psychiatric facility 


which may be expected to take on increasing significance in the mental 
health field. 


Note 


Grateful acknowledgement is made of the support of the Office of 
Vocational Rehabilitation of the U.S. Department of Health, Education 
and Welfare (Research and Demonstration Grant No. 55). 
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Halfway Houses For Former Mental Patients: 
A Survey 


Henry Wechsler 


In the past decade the interest of professionals in the mental health 
field has been focused on the development of after-care facilities to as- 
sist discharged psychiatric patients in making the transition from hos- 
pital to community life. One type of facility is the “halfway house.” In 
the United States, halfway houses for former mental patients are a 
relatively new phenomenon. A recent survey for the Joint Commission 
on Mental Illness and Health, upon which this report is based, has dis- 
closed that all seven currently existing psychiatric halfway houses have 
been founded since 1954. However, the halfway house is by no means a 
new type of rehabilitative medium. It has been previously used for al- 
coholics, criminals, and juvenile delinquents. In addition, Huseth 
(1958) reports that halfway houses for the “insane poor” were in ex- 
istence in England as early as 1781. 

Reik (1953) has cogently stated the rationale for the halfway house 
in one of the earliest papers on the subject: 

“It seems logical to think that an environment intermediate between 
the hospital and the outside world—a halfway house—would make an 
important contribution to the rehabilitation of properly selected patients. 
Having moved from the restricted and dependent existence of the men- 
tal hospital to the more independent, but still relatively simple, life at 
‘halfway house,’ he would logically be better prepared to take his place 
in his own community again.” (1953, p. 616) 

Because of the relative newness of psychiatric halfway houses in the 
United States, no uniform format for such facilities is available. How- 
ever, halfway houses may be described as intended to provide the dis- 
charged mental patient with a temporary home with a “peer” group of 
other former patients during the initial period of adjustment to non- 
hospital life. Residents have at their disposal various kinds of profes- 
sional assistance for personal difficulties, but are expected and encour- 
aged to establish independent relationships in the outside community, 
and in particular to find gainful employment. The term “halfway house” 
will be limited in this paper in accordance with this definition. Three 
allied facilities which deviate somewhat from this model will be discussed 
in a separate section under the rubric “work-camp houses.” 

Of the seven existing halfway houses, three have been established 
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and sponsored by the Division of Vocational Rehabilitation in the State 
of Vermont: houses for women in Montpelier and Burlington, and a 
house for men in Burlington. Vermont is the only state which has at- 
tempted a network of halfway houses as part of a coordinated program 
between a rehabilitation agency and a state mental hospital. In addition 
to these three houses, one other house for men was recently closed. 

The State of California has two functioning halfway houses for 
male psychiatric patients: Portals in Los Angeles, and Quarters in San 
Jose. Portals draws its residents mainly from discharged patients of a local 
Veterans Administration Hospital, while Quarters services patients from 
a state hospital. In addition, Modesto Halfway House was at one time 
in operation in California, but was closed four years ago, apparently due 
to shortage of funds. 

The remaining two halfway houses are Rutland Corner House in 
Massachusetts, discussed elsewhere in detail in this issue; and Woodley 
House which was opened last year in Washington, D.C. under sponsor- 
ship of a private community group. 


Functions of the Halfway House 


Although halfway houses differ in terms of such characteristics as 
geographical location, types of sponsorship, and patient populations, they 
can be viewed as sharing a common set of functions. 

On the most obvious level, the halfway house provides a residence 
for mental patients who no longer need to remain hospitalized but are 
as yet unable to establish independent residence in the community. 
Thus, the halfway house is intended to serve as a bridge between hospital 
and community for patients who either have no home to return to, or 
whose home is considered to be unsuitable, and who are not yet consid- 
ered prepared to meet demands and stresses of community life. A study 
conducted by Levinson (1957) at the Brentwood Veterans Administra- 
tion Hospital indicated that between 15 and 25 per cent of the patients 
would be eligible for residence in a halfway house for these reasons. 

The halfway house offers the discharged patient more than a resi- 
dence; it also provides him with a group of persons who share the com- 
mon experience of hospitalization for mental illness. It is hoped that 
within such a peer group with common problems and experiences, the 
expatient may begin to interact with other persons, and as a conse- 
quence, lose the feeling of isolation and difference. The halfway house 
may be considered to be a sheltered social environment, within which 
there is a tolerance for behavior which would be considered deviant 
elsewhere. The resident may be freer to act and to try out new roles and 
behaviors within this sheltered setting. However, the resident group 
may act to modify the individual’s behavior to make it conform to group 
norms. As the individual drops patterns of behavior disapproved by the 
group, and adopts behaviors which are encouraged, it is hoped that this 
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learning will be generalized to social interaction outside of the house. 
The resident group thus acts to socialize or resocialize the individual. 

Since halfway houses require that residents obtain jobs in the com- 
munity, vocational assistance is provided by the professional staff, for 
example, the house director. In houses associated with hospitals, staff 
members from the hospital are available for consultation. The halfway 
houses in Vermont are cosponsored by the state vocational rehabilitation 
agency, and provide social workers and other personnel for vocational 
counseling. 

In addition to vocational assistance, halfway houses provide residents 
with other forms of help at the hospital or agency with which the house 
is affiliated. For example, many residents are on maintenance drugs pre- 
scribed by hospital physicians. Some are receiving social casework or 
psychotherapy from hospital personnel. At Rutland Corner House, many 
residents are receiving treatment in a day hospital program. 


The House 


Halfway houses are usually large private dwellings which can ac- 
commodate seven to twelve individuals at any given time. All are lo- 
cated in residential sections of the community, while some are a short 
distance from hospitals which refer patients for residence. 

Halfway houses differ as to average length of stay. The houses in 
Vermont have permitted residents to reside for as long as a year, while 
Portals and Quarters have reported that average length of stay is less 
than three months. Originally Portals did not allow patients to stay 
longer than three months, but policy was changed to make allowances 
for individual cases, At present all houses stress that stay is temporary, 
but allow a person to remain in the house for as long as it is felt to be 
necessary, although most seem to have in mind a time limit of six months 
to a year. 

Usually residents are “graduated” from the house when staff, con- 
sultants, or residents themselves fee] they are ready to resume life in the 
community. This involves the ability of the resident to hold a job and 
find adequate quarters. Sometimes absence of overt symptomatology is 
used as an additional criterion of readiness to leave. If the resident 
“flunks the course” he is likely to be returned to a hospital. 


The Residents 


The residents of halfway houses who come directly from a mental 
hospital may still officially be on the books of the hospital on probation- 
ary leave. Since most houses are affiliated with a single hospital, most resi- 
dents of a halfway house have been in the same mental hospital, some 
perhaps on the same ward. In the case of the first house in Vermont, 
residents were selected from the same chronic ward and were placed in 
the house as a group. 
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All halfway houses, with the exception of Woodley House, are seg- 
regated by sex. The program in the state of Vermont, however, calls for 
some social interaction between the men’s and women’s houses. In ad- 
dition to ex-mental patients, the Vermont houses accept patients from a 
local school for mental defectives. Woodley House differs from the other 
halfway houses in that it accepts patients of private practitioners in the 
community as well as mental hospital patients. 

The houses screen prospective residents to eliminate patients who 
might exhibit behavior patterns disruptive to the group; alcoholics, homo- 
sexuals, and psychopaths are usually excluded. Residents are usually rela- 
tively homogeneous in respect to age and marital status. Probably be- 
cause of the requirement that they must find jobs in the community, they 
are mainly between twenty and forty years old, Similarly, because they 
are selected on the basis of lack of an appropriate residence, they are 
usually not married. 


The Staff 


Each halfway house has at least one staff member in residence, This 
person may be the “house director,” “house mother,” or “housekeeper.” 
As the titles may imply, the person is not always a professional in the 
field of mental health. In addition to this staff member, halfway houses 
usually have at their disposal the services of personnel from hospitals or 
agencies with which they are associated. Social workers, psychologists, 
and psychiatrists may serve as house consultants. However, halfway 
houses are not treatment-centered, and such professionals usually per- 
form their services outside the house setting. 


The Halfway House Routine 


The halfway house involves only a part of the life-space of the in- 
dividual resident. Most residents are away from the house during the 
working day. They are also free to seek recreation outside the house. 
They may have some of their meals in the community. As a consequence, 
the resident’s involvement in the house may be limited to just a few hours 
a day. 

However a number of activities are conducted on the premises, and 
residents are encouraged, though not required, to participate. Such ac- 
tivities may range from informal get-togethers to organized parties. The 
activities may take the members outside of the house to community recre- 
ational facilities, or even to visit patients at a hospital, Programs of this 
nature are intended to facilitate social interaction, and to increase the 
involvement of the residents in the house. In addition, an attempt is 
made to help residents establish contact with the community. 

In general, halfway houses have few rules. These mainly involve re- 
spect for personal property and execution of maintenance chores. Several 
houses have a nighttime curfew. However, an attempt is made to make 
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the resident feel that he is on his own. The resident may obtain help if 
he needs it, but he is encouraged to begin to function without the highly 
structured routine characteristic of the hospital. To prepare the resident 
for independent community life, he is given certain responsibilities, is 
expected to assist in housekeeping chores, and to clean his own room. He 
also contributes financially to the upkeep of the house from his wages. 


The Work Camp House 


Allied to the halfway houses which have been discussed are three 
facilities which we will designate as “work camp houses:” Gould Farm 
in Massachusetts; Spring Lake Ranch in Vermont; and Meadowlark 
Homestead in Kansas. All are privately sponsored. Work camp houses 
share some of the functions of halfway houses, but differ from them in 
certain important respects. 

The work camp houses are all located in rural settings, at consider- 
able distance from any major urban center. As a consequence, residents 
do not work in the community but at jobs available on the grounds. 
These jobs mainly consist of the type of chores usually associated with 
a farm. Social and recreational pursuits are also carried out on the 
grounds, The work camp houses serve as small communities. Residents 
usually are there twenty-four hours a day. Work camp houses of neces- 
sity involve residents more in their activities than halfway houses do. 
They provide a more highly routinized daily program. The work camp 
house follows somewhat the type of schedules drawn up by camps, hos- 
pitals, armies, and prisons, those social organizations Goffman (1957) 
has termed “total institutions.” 

Work camp houses also differ from halfway houses in that the ma- 
jority of residents do not come directly from mental hospitals, but are 
rather referred by private practitioners in the community or by friends 
and relatives. Length of stay varies greatly with each case. Some persons 
may come for brief “rest cures,” while others may remain indefinitely. 
For the latter group, the work camp house is not a transitional point, but 
rather a “terminal” home. 


The Halfway House and Other Mental Health Facilities 


Besides the halfway house, there are other types of facilities avail- 
able for the mental patient who is ready for discharge, but who lacks 
a suitable residence in the community. Such a person might obtain quar- 
ters in a night hospital while working in the community during the day. 
He might be housed through a family-care program, or might simply be 
assisted to find lodging in a boarding house. These solutions differ in a 
number of important respects from the one provided by residence in a 
halfway house. 

The halfway house is an open system which impinges only on one 
segment of the life of the resident. In this sense, it differs from the mem- 
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tal hospital which encompasses more of the total life-space of its patients, 
particularly those on closed wards. Even in the case of the night hospital, 
patients do not often leave the building in the evening for social or rec- 
reational purposes, Halfway house residents are encouraged not to con- 
sider themselves “patients” of the house. The facility is not a psychiatric 
treatment center, and medical, psychiatric and aftercare services are al- 
most always conducted away from the house. 

The halfway house differs from a family-care program in that it 
provides the resident with a peer group of former mental patients. In 
the family-care program, such a peer group is usually not present, the 
central aim being to place an expatient in a family unit within the com- 
munity. The implications of the two types of settings may be quite dif- 
ferent. For example, while the expatient group in the halfway house 
may be more tolerant of certain behaviors of the resident, the members 
of a family in which the expatient is placed may stress more the impor- 
tance of “conventional” behavior. Another difference between the half- 
way house and family-care is that, while the former is always transitional 
in nature, the latter may at times be a permanent or at least indefinite 
placement. 

While both the halfway house and a boarding house offer a resi- 
dence, the halfway house involves much more. The halfway house can 
provide the help of professional personnel if the need arises. It also en- 
tails interaction with a group of other former patients, who are assumed 
to be more supportive and sympathetic of the expatient than “normal” 
residents of a boarding-house. 


“Halfway, Quarterway, or Three-quarterway?” 


The term “halfway” may be misleading when applied to a transi- 
tional facility like the halfway house. The house is viewed in terms of a 
continuum between hospital and community life, but its precise location 
on that continuum can not be specified unless a number of other factors are 
known: the specific nature of the house, particularly the extent to which 
its daily routine differs from that of the mental hospital and resembles 
independent community living; the level of functioning and health of 
the resident and his ability to fulfill those roles expected of him by the 
community; and opportunities and degree of acceptance available in the 
community for the discharged psychiatric patient. 

As a consequence, for any individual resident in a specific halfway 
house in a given community, the locus on the continuum between hos- 
pital and community may differ from quarter to half to three-quarterway. 


The Problem of Evaluation 


It is as yet too early to evaluate the rehabilitative potential of the 
halfway house. The study of Rutland Corner House presented in this 
issue, is to date the only published report of a comprehensive attempt at 


25 








evaluation. More information will be available in the future, however, 
as the houses in Vermont are currently conducting a study of their effec- 
tiveness. 

Most halfway houses do keep records as to whether their former resi- 
dents have returned to the community or have been rehospitalized. Por- 
tals and Quarters have reported that about two-thirds of their residents 
have moved from the house to the community. However, the absence 
of adequate control groups minimizes the significance of such results. 
Studies of the effectiveness of halfway houses share the same type of dif- 
ficulties described in the last section of this issue. 

Despite the lack of actual results, there is a general feeling shared 
by mental health professionals as to the usefulness of such facilities. Al- 
though the number of halfway houses is still small, and the number of 
former mental patients which have been serviced is as yet not even a 
tiny fraction of patients discharged from psychiatric institutions in a 
year, the growth has been significant in view of the fact that the first 
of these houses was founded in 1954. With increased interest in the treat- 
ment of mental patients in the community, the growth of halfway houses 
may be further accelerated. For example, the growth of day hospital pro- 
grams may necessitate a corresponding increase in the use of halfway 
houses as residences for day hospital patients. In this respect, the halfway 
house is an important, though precisely untested, part of the new pro- 
grams of community treatment. 
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Rutland Corner House: 
Case Study Of A Halfway House 


David Landy 


Rutland Corner House was established in Boston in 1877 as a tem- 
porary residence, employment agency and rehabilitation center for home- 
less or otherwise handicapped unfortunate women, as one of many 
agencies in the city organized to aid individuals caught up in the swirling 
social currents set in motion by an expanding industrial system and in- 
creasingly heavy immigration (Handlin, 1959). Its criteria for admis- 
sion were based not upon religious, ethnic or other factors but on whether 
the applicant indicated standards of “decency, responsibility and willing- 
ness and ability to work,” the universalistic measures of nineteenth cen- 
tury Protestant capitalist society. These rather austere standards have re- 
mained in force to the present day, although in recent years tempered 
by the more flexible, open-ended approach of modern psychiatry and 
social casework. In the course of its continuous operations since that time 
it has cared for and helped tens of thousands of indigent, disturbed and 
ailing clients. In 1954, having reassessed its operations and place in the 
network of social agencies in the community in the light of changing wel- 
fare functions, it amended its charter so that it could operate solely as a 
transitional residence for discharged mental patients, primarily from the 
Massachusetts Mental Health Center (Boston Psychopathic Hospital) . 

Beginning with untrained supervisors, after a year the House em- 
ployed as full-time director a trained, experienced group social worker 
who remains in this position. In addition it employs a full-time house- 
keeper who doubles as assistant director, a part-time secretary and jani- 
tor, and social workers for weekend relief duty. Usually also a social 
work student is in residence, and in exchange for room and board par- 
ticipates in interpersonal activities with the residents. The director is 
responsible for care of the resident expatients and everyday manage- 
ment of the House, and is in turn responsible to the Board of Managers, 
a group of voluntary citizens who serve as overseers and directors. 

The director maintains especially close contact with the president of 
the Board, sometimes communicating with her several times weekly about 
the affairs and problems of the House. The president thus acts between 
monthly meetings as an on-the-spot representative of the Board, and 
most decisions can be made quickly and effectively. The director is also 
in almost daily communication with the hospital, particularly the chief 
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house social worker, who functions as liaison between the two institu- 
tions. At times a patient’s therapist may also be brought into conference 
to solve immediately pressing problems. In addition to the hospital the 
House also maintains relationships with many social agencies covering 
various areas of the residents’ community needs. 

The hospital’s liaison caseworker also serves as the first screening 
agent for House candidates. Once she refers a patient to the House, the 
candidate is interviewed by the House director, who explains the way 
the House operates and shows the candidate the physical plant. The 
House is presently located in a three-storey brick row building, less than 
two blocks from the hospital, converted from what were three separate 
apartments, and has a total capacity of nine residents in addition to 
staff. The closeness to the servicing and referring organization, as well 
as the anonymity of its urban location, are considered by the House to 
be definite advantages; it is also convenient to shopping centers and 
transportation to downtown Boston, with all its cultural attractions. 

From its inception three years ago the House has required that its 
inmates pay at least part of the cost of their maintenance. Residents not 
yet working or otherwise unable to pay may be helped by temporary 
state welfare stipends, Recently the weekly fee was increased from $11 
to $15 per week, and represents about half of the total cost per resident 
of financing the House. The remainder is contributed from a substantial 
endowment to which philanthropic Bostonians frequently make bequests, 
and dividends from investments. The House has never been a member 
of community welfare organizations or fund drives and has always re- 
mained financially solvent and independent. 

The director’s role is a crucial variable in the functioning of the 
House. She is perceived by the women in many different ways, principally 
in the following roles: (1) family surrogate figure; (2) counselor; (3) 
confidante; (4) caretaker; (5) supervisor; (6) cultural teacher of ex- 
pected ways of doing things. 

We found that a “family-type” atmosphere characterized the culture 
of the House, but of a very special variety. The women live according 
to a “separate but equal” ethic whereby each is considered by staff and 
other residents as entitled to all amenities and privileges, but each is 
also entitled to maintain her own private world. Each resident thus was 
able to construct about herself an insulating sheath, which at once pro- 
tected her from sudden upsets and insured that when she wished to be 
alone, even in a dormitory-like social system, the other members re- 
spected her wishes. This protective sheath was in part, of course, a resi- 
due of her illness, but in part also an adaptive mechanism to cushion the 
shock of a too-rapid transition into a highly demanding social world. 

The director’s goal was to set up a “family-like” atmosphere, and 
to some extent this appeared to be what happened. Obviously any insti- 
tution which the individual member perceives, or which is designed to 
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operate, as a substitute family has something of this character. But in the 
sheltered and protected “little society” of the House its family-like charac- 
ter was perhaps more intensive than in most such institutions. Neverthe- 
less the analogy must be qualified by the fact that the director is actually 
not a real family member; the home is temporary and regardless of de- 
gree of dependency, staff and residents expect the patient to leave in 
time ; and no male figures are present. On the other hand, the “alumnae” 
visit the House and otherwise remain in contact with the director, so 
that the post-discharge accessibility of a nurturant, family-type resource 
further smooths the resocialization process, helping to insure that wean- 
ing from the House as well as the hospital is less abrupt and traumatic. ° 

Through trial-and-error selective criteria were established. (Les- 
sons were also learned from the dysfunctional aspects of a halfway house 
for male patients [Landy, 1960].) The House excludes overt homosex- 
uals, psychopaths, severe “actors-out,” alcoholics and patients with un- 
controllable needs to manipulate others, All these negative indications 
are relative, however, and their screening functions depend upon the se- 
verity and intensity of, and degree to which the patient is able to con- 
trol, impulsive behavior. Each application also opens up these questions 
for both hospital and House to consider: (1) is there room? (2) which 
person seems neediest? (3) will she fit into the existing group in the 
House in terms of age, temperament and special behavior problems? (4) 
does she appear to have a reasonable potential for congenial interper- 
sonal relations and for using the House as the springboard into the com- 
munity for which it is intended? Patients who have been referred fall 
into two major groupings: those with no families; those with pathologi- 
cal family relationships to which the patient is unable to adapt. In either 
case the patient is not psychologically prepared for independent residence 
and living. 

A study of the House began in 1957 and lasted for nearly two years. 
Results have been compiled into a monograph to be published in the 
near future under the title of “Halfway House: A Sociocultural and 
Clinical Study of Rutland Corner House.” Portions of Chapter 10 have 
been used in this report and the reader is referred to the monograph 
for the full treatment of the study.* Observations were made for four 
months of the culture and social structure of the House by an anthropolo- 
gist; 40 of 55 women who had been discharged from the House since it 
began to function exclusively for mental patients were interviewed by 
clinicians; the history of the organization was gleaned from its records; 
relevant House and hospital personnel were interviewed; case records 
for the 55 women were analyzed, Our general theoretical orientation was 
to view rehabilitation as a process in socialization and resocialization of 
the patient through a series of discrete but related subcultural institutions, 
of which hospital and halfway house are examples. This theoretical view 
is discussed at greater length in the introduction to this journal number. 
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Before hospitalization a few women had been married, but most 
were single, living independently or in parental homes. While we found 
much variability in changing residence patterns at three points in time 
(before hospital, at House discharge, and at time of follow-up), all seem 
to reflect three basic themes: (1) direct expression of strong dependency, 
(2) escape from a dependent-genic situation, or (3) striving for inde- 
pendent maturity. 

Most residents were referred by the physician and/or social worker, 
but a few initiated their own referrals. Psychotherapy alone or in com- 
bination with other treatments was given by the Massachusetts Mental 
Health Center to 89 per cent prior to House admission, and to 98 per 
cent during residence. After leaving the House 69 per cent were con- 
tinued in psychotherapy. Of 23 rehospitalized at some time after leaving 
the House, 17 were back in the community at the time of followup con- 
tact. For example, one woman who had been hospitalized 10 times in 
the six years preceding Rutland Corner House, had been rehospitalized 
only once within four-and-one-half years after House residence — and 
performing at a fair level of community adaptation. 

Methodological details are described in the aforementioned mono- 
graph, but it is enough to state here that we applied somewhat more 
rigorous criteria for measuring outcome, or rehabilitative status, than 
are used in most conventional followup studies of former psychiatric pa- 
tients. A rehabilitative “profile” was set up based on scores along five di- 
mensions: (1) occupational status; (2) occupational stability; (3) family 
and interpersonal relations; (4) behavior integration; (5) subjective hap- 
piness. Each former resident was used as her own “control,” and adap- 
tive gains or losses were measured against prehospital levels. 

An adequate outcome score was considered to be above the scale 
midpoint. Fifty-three per cent of the former residents had a total out- 
come score of adequate, and are considered quite clearly to be rehabilita- 
tive “successes.” The five dimensional scores break down as follows: oc- 
cupational status, 61 per cent adequate to high; occupational stability, 
50 per cent; family and interpersonal functioning, 43 per cent; behavior 
integration, 46 per cent; and personal happiness, 54 per cent. While there 
were no statistically significant differences between age, education or 
religion when compared with outcome, there was some tendency for 
younger women more frequently to have an adequate outcome. 

Comparing residence before hospitalization, at House discharge, and 
at followup time, with outcome score we found no statistical differences, 
but there does appear to be a trend with time in the direction of ade- 
quate community adaptation being associated with independent resi- 
dence as contrasted with residence in the parental home. 

No sharp differences were found between occupational status or 
level and post-House rehabilitation level. Combining occupation and edu- 
cation into Hollingshead’s “two-factor index of social position,’ (Hol- 
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lingshead, n.d.) we found that social class position, as determined by 
this measure, is not significantly related to outcome. The class distribu- 
tion of the 40 former residents was: Class I, none; class II, 7.5 per cent; 
Class III, 47.5 per cent; Class IV, 20.0 per cent; Class V, 2.5 per cent. 
Thus middle- and upper-lower class women predominate. If the prev- 
alence of treated mental illness in the Boston population is close to that 
of New Haven, Connecticut, then the House residents are not typical. 
Hollingshead and Redlich (1958) found that in New Haven, the per- 
centages of treated patients in New Haven according to social position 
were as follows: Class I, 1.0; Class II, 7.0; Class III, 13.7; Class IV, 
40.1; Class V, 38.2. The “overloading” of halfway house residents in the 
middle class and “underloading” in the two lower-class groupings are 
probably a reflection of the fact that they are all women, and of the 
selection policies of the House and its major source of residents, Massa- 
chusetts Mental Health Center. 

Compared with other diagnoses schizophrenia (49 per cent of the 
sample) seems to be negatively related to community rehabilitation; 
having a schizophrenic diagnosis is one predictor of inadequate outcome 
(although not all schizophrenics, it should be emphasized, had such an 
outcome). Somewhat paradoxically on the surface, while management 
problems in the House seemed to center largely around patients with af- 
fective psychoses or character disorders, these patients appeared to have 
a better prognosis for satisfactory rehabilitation in the community. 

To a significant degree residents who had been hospitalized longer 
than the group median of 9.5 months had more frequently an adequate 
House adjustment than those with shorter hospitalizations. While con- 
trary to what might be expected, it is probable that patients with longer 
institutional residence are more experienced in adapting to what may 
be called group or “dormitory” culture. However, length of hospitaliza- 
tion is not related to community outcome. Thus chronicity is not in it- 
self a determinant of rehabilitative fate. Furthermore it may be inferred 
that House residence tends to counteract the more noxious effects of 
chronicity. Incidentally, those with longer hospitalization records also 
spent more time in the House, 

House adjustment is itself not predictive of rehabilitative outcome, 
though there is a minor tendency for those with shorter House residence 
more frequently to have adequate rehabilitative levels. Thus it seems pos- 
sible for a resident to have a relatively inadequate level of House adjust- 
ment, to remain there less than the median stay of four months, and yet 
to be capable of maintaining herself at a relatively satisfactory rehabili- 
tative level in the community. 

Having mutually satisfactory relations with other House residents is 
significantly related to adequate community outcome. Apparently women 
with greater interpersonal competence (Foote and Cottrell, 1955) are 
better adapters to House culture and community culture. Most of the 
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residents also had satisfactory relations with the director, so this is not in 
itself predictive of outcome. Being more satisfied with House experience 
also appears to be related to adequate outcome (just short of statistical sig- 
nificance). Thus while overall House adjustment does not in itself predict 
eventual outcome, if a former patient nevertheless had had a gratifying 
residential experience, this seems often to precede satisfactory communi- 
ty adjustment. 

Considering the severity of illness of the women, their previous mul- 
tiple hospitalizations and guarded prognoses, and the probable dismal 
outcome that faced them at the time of departure from the hospital, it 
seems apparent that while much effort had gone into the hospital treat- 
ment phase of resocialization, a considerable resocializing operation re- 
mained for the halfway house. Since these women were sent there pre- 
cisely because they faced a community and/or home situation perceived 
by themselves and their therapists as unbearable, it could be premised 
that without the bridging after-care function performed by the House 
most patients would have had to return to the limbo of further and per- 
haps indefinite hospitalization. For many, the halfway house seemed to 
provide a needed transitional period in an environment where independ- 
ence and maturity were valued and encouraged. 
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The Transitional Sheltered Workshop: A Survey 


Simon Olshansky 


The History of Sheltered Shops 


Though the first sheltered workshop was established before the Civil 
War, (Salmon) progress in the development of sheltered shops was 
minor and slow until the turn of the present century. Following interest 
in the disabled of World War I, and following a large increase in indus- 
trial accidents, a widespread concern gave stimulus to the extension of 
sheltered shops within some of the larger cities. World War II provided 
further impetus to the growth of sheltered shops (Salmon). 

At present it is estimated that there are more than six hundred 
sheltered shops, including more than one hundred Goodwill Industries, 
in the United States. These shops are widely varied in size, patterns of 
staffing, adequacy of physical facilities, rates of pay, duration of serv- 
ice, and products manufactured (Salmon). Like many other resources, 
they are unevenly distributed throughout the country. While no area 
is suffering from a surfeit of shops, many areas are without any. The 
belief prevails among professionals in rehabilitation, social work, and 
medicine that there is a substantial shortage of sheltered shops for all 
the disabled, and especially for the emotionally disabled. 

In large measure what follows is based on a series of field trips to 
sheltered shops and mental hospitals between 1957 and 1959 by the 
writer for the Joint Commission on Mental Illness and Health. 


General Purpose of Sheltered Shops 


Professionals view the sheltered shop as a mediating service be- 
tween idleness and regular employment. In addition, they see the shop 
as a means of exploring employability for those who are uncertain about 
their work capacity as a result of injury or disease. 

Some professionals view the shop as a single service of protected 
work situations, while others view it as one of many services. Counseling 
and casework are major services generally allied to the shop. 

Whatever view is held, almost all professionals see the shop as a 
means of grading stress, of helping clients move along the continuum 
of increasing self-sufficiency. The ultimate aim is to give clients enough 
strength and confidence to, “stand on their own feet” and enter the 
labor market as qualified workers. 

Professionals see the shop not so much as a training site for the 
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acquirement of specific job skills, such as stitching, cabinet making, or 
punch pressing, but as a training site for general work habits and abili- 
ties. The assumption is that there is a carryover of work habits to fu- 
ture jobs even if those jobs are different from the ones available with 
the shop. 

In psychodynamic terms, “the major task...is the reconstruction 
of the patient’s ego strengths so that he can be made mentally fit and 
ready for work and... able to cope with the emotional and interperson- 
al factors involved in starting on and continuing a job.” (Bellak, et. al., 
1956). The shop “offers restructuring of object relations by providing 
an environment which allows for trial and error in relearning in an ac- 
tual life situation but without the immediate dire consequences of error 
in the real world.” 

The assumption is that a patient’s rehabilitation can best occur in 
a situation of “real work” combined with a degree of protection from 
some of the stresses of an actual work situation. This “real work” situ- 
ation is presumed to have the following effects on the psychiatric ex- 
patient: 

(1) He has the opportunity to earn money and thus feel that he 
is useful to self and family; furthermore, the “secondary gain” in acting 
out his conflicts in the work situation decreases when the pay decreases. 

(2) He learns a work skill that he might use after leaving the shop. 

(3) Even if he does not use the specific skill learned at the shop, 
he does learn elements of a “work personality:” time patterns; coopera- 
tion patterns; authority patterns; attitude toward job, bosses, fellow 
workers and earnings. Though these patterns are habitual for the regu- 
lar worker, they have been impaired, lost or were never learned by the 
post-psychotic. In the workshop he has the opportunity to relearn those 
patterns by being in a situation where they are operating, and where 
he can see their operation concretely. 

(4) Structures of time, space and relationships are given to him. 
Some psychiatric expatients are not yet ready to develop such structures 
for themselves. 

(5) He has the opportunity to begin to learn about values that 
exist in the community, outside of his home. Thus, he is brought in 
touch with social reality. 

(6) He gets the feeling of belonging to, and of acceptance in, a 
real work community. 

While the psychiatric expatient is expected to adapt to the “real 
work” situation, he is offered protection and support during this period 
of adaptation. The psychiatric expatient need not worry about being 
fired for inefficient performance, nor need he be unduly concerned about 
his status as an expatient because of stigma or because he may engage 
in unacceptable behavior. There is attempted a greater understanding of 
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fears and inability to perform among the shop personnel than he would 
obtain within an actual work situation. Moreover, he can discuss with 


shop personnel any of his problems whether or not directly related to the 
work situation. 


Population Served by Sheltered Shops 


All shops serve the disabled and almost all provide service to the 
physically disabled in general or to certain categories, such as the blind, 
the tuberculous and/or the cardiac. In recent years a few shops have of- 
fered service to only the mentally retarded. No shop to our knowledge 
serves only psychiatric expatients, and only a small number have ex- 
pressed a willingness to accept such expatients, Almost all the shops will- 
ing to serve psychiatric expatients have arbitrarily limited the number ac- 
ceptable at any one time. 

The clear impression gathered by the writer is that the sheltered 
shops, like other social service agencies dealing with a mixed population, 
prefer to serve that part of the population which best fits into their 
needs. The shops’ needs are the maintenance of reasonable and predicta- 
ble levels of production; adaptation on the part of the client to the 
shops’ routine with only moderate dependency on the staff. Adaptation 
includes the expectations of a relatively short period of training and of 
sufficient progress to enable sheltered shops to view themselves as suc- 
cessful in achieving their goal of rehabilitation of as many clients as 


possible. 
The Sheltered Shop Views the Psychiatric Expatient 


The first impression the writer has gathered on the basis of inter- 
views with professionals, and on the basis of a review of prevailing shop 
policies of exclusion or of limited acceptance of psychiatric expatients, is 
that most view the psychiatric expatient with considerable concern. Some 
concern may be supported by negative experiences with referred psychia- 
tric expatients. Compared to many of the physically disabled, the psychia- 
tric expatients often are reported to be a source of vexation and harass- 
ment. Their demands for service are many as their response to it is often 
invisible and negative. Progress achieved at great effort and toil is often 
reversed in single moments for causes which evade identification or 
logic. Some shops report that some psychiatric expatients meet their ex- 
pectations of routine and regularity capriciously. 

Though experiences with psychiatric expatient populations have 
been limited, some shops have responded by generalizing their “bad” 
experiences to include all members of the minority group. Then these 
experiences are translated into characteristics typical of and intrinsic 
to all minority group members. It is possible to argue that some psy- 
chiatric expatients respond to the shop’s fear and anxiety in the fashion 
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appropriate to such fears and anxieties, i.e., psychiatric expatients “live 
down” to what is expected of them. 

Besides viewing the psychiatric expatient with fear and anxiety, 
some shops tend to view him as if he were like the physically disabled. 

“Patients who have suffered some form of emotional or mental 
illness are in many respects no different from those who have had some 
bodily disease...” (Black n.d.). Or, “We. are beginning to see certain 
psychotic patients... for whom, like the orthopedically handicapped, 
there will always be some disabling condition, a lessening in emotional 
‘muscle strength,’ a ‘lost emotional limb’, so to speak.” The author of 
these lines then proceeds to talk of forging an “emotional prosthesis.” 

Many shop professionals have also underlined the comparability of 
the physically and emotionally disabled by the following syllogism: the 
physically disabled have emotional problems, ex-mental patients have 
emotional problems; since emotional problems are common to both 
groups, they must be similar. The conclusion provides no answer to the 
questions raised: Are they in fact similar? And in what ways? 

The orthopedic client as a model sets off a series of expectations 
which interfere with perception of the needs of psychiatric expatients 
and with their satisfaction. It is not the psychiatric expatient’s body 
which causes his problems, but rather his view of himself and of his 
“world” which accounts for many of his difficulties. If the physically 
disabled needs exercise to strengthen his weakened muscles, this is not 
the need of the psychiatric expatient, which is to see himself appropri- 
ately so that he can use his body efficiently in response to assigned tasks. 

To view the psychiatric expatient with fear and anxiety, and to view 
him as if he were like the physically disabled, may contribute to some 
of the very difficulties many shop professionals use as grounds for com- 
plaint and as justification for either exclusion or acceptance of psychiatric 
expatients on a quota principle. Several shops visited limited their ac- 
ceptance of mental expatients to ten per cent of their client population. 


Business Goals vs. Rehabilitation Goals 


For sheltered shops, the need of success is increased by the fact that 
they are in a “competitive situation,” having to contend with business 
firms operating with personnel who are generally and relatively unim- 
paired. How business-like in efficiency can they become and still serve 
the disabled? We find two schools of thought. The proponents of “run- 
ning a shop like a business” say that it gives the shop a factory-like feel- 
ing which is benefical by result if not by intent, since it helps clients 
learn to meet reality demands. Coddling clients by too much permissive- 
ness only deepens dependency. They can survive as a shop only by ad- 
hering to business principles. 

The proponents of the other view, state that a shop operating in an 
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exclusively business-like fashion will exclude that part of the disabled 
population most in need of help for you cannot tailor service to meet 
widely varying needs of clients if the major focus is on cost. A financially 
successful shop is no longer a sheltered shop and is in effect operating 
a business with a welfare disguise, 

However varying shops decide to resolve this difference of orienta- 
tion, the outcome will be helpful for some clients and harmful to others. 
Moreover, some clients will be accepted by the shop, as some will be re- 
jected, for reasons more related to the needs of the shop than of the 
client. Clearly no policy in this regard can provide a good fit for all 
clients. 

Another related problem is the choice between help which is sup- 
portive and help which fosters dependency. In a sense, this paradox may 
inhere in all help relationships. When does help add strength and when 
weakness? 

Reliance on general principles, such. as terminating help for all 
clients at the end of eight weeks, is flying in the face of obvious differen- 
tial needs. On the other hand, absence of some guiding principles, flexi- 
bly followed, may encourage undisciplined indulgence of clients and may 
serve to make clients more helpless. The dangers implicit in all help re- 
lationships can be modified or minimized to some degree when the help 
system is subjected to continuing study and evaluation. Few studies of 
this problem have been undertaken, first because of the intrinsic difficul- 
ties of such studies and secondly because of the habit of investing profes- 
sional help with an honorific value and of assuming, with little question, 
its worth. 


Conflict in Expectations Between Mental Hospitals and 
Sheltered Shops 


Some mental hospitals allege that shops are too selective, wanting 
only “good” clients; shops allege, on the other hand, that hospitals send 
them patients from the “bottom of the barrel.” Hospitals want to refer 
partially recovered clients unable to work who require considerable 
“working with;” shops want clients not quite so sick, who can be some- 
what productive and who have some insight into their problems (Black, 
1959). 

Given their respective premises, both are correct, with the shops be- 
lieving that the hospitals expect the impossible and with the hospitals be- 
lieving that shops want psychiatric expatients who can, by and large, 
help themselves. 

Essentially, the difference in views suggests in part that the transi- 
tional sheltered shop provides a “good” fit for only a small number of 
psychiatric expatients, as the majority of them are either too well to need 
the transitional shop or too sick to be accepted or helped by the shop as 
currently structured, 
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Assumptions Underlying Expressed Need for Sheltered Shops 

Almost without exception, professionals have expressed a belief that 
there is a pressing need for sheltered shops for psychiatric expatients. This 
is somewhat surprising, since data are lacking. As in other areas of work 
with released psychiatric patients, there have been few substantial follow- 
up studies. Moreover there has been little effort to study systematically 
the psychiatric expatient as he moves through the shop. 

The assumptions behind the oft-stated need for sheltered shops are 
two-fold: 

(1) Employer resistance accounts for unemployment of psychiatric 
expatients, and a period of satisfactory employment within a shop would 
serve to overcome employer resistance. Professionals such as vocational 
counselors would likewise become convinced of the employability of 
psychiatric expatients and would be more willing to intervene in their 
behalf. 

We found no evidence that psychiatric expatients are unemployed 
because of their history of mental illness. On the contrary, a recent study 
(Olshansky, et. al., n.d.) reports that no psychiatric expatient who was 
employable was unemployed because of his history of illness. 

(2) Desocialization because of long hospitalization is the reason for 
unemployment of psychiatric expatients. The sheltered shops, therefore, 
would serve to resocialize psychiatric expatients, giving them a “work 
personality” appropriate to the outside workaday world. As patients are 
assumed to require better-fitting clothes after release, they are assumed 
to require better-fitting habits. 

We may speculate, in the light of insufficient information, that de- 
socialization does not appear a sufficient explanation for the unemploy- 
ment of many psychiatric expatients. In our tentative view, desocializa- 
tion is either a concomitant or result of persistent and long-term illness 
which has eluded significant modification, and it is the unimproved ill- 
ness, not desocialization, which accounts for the unemployment. Almost 
all released psychiatric patients leave the hospital within two years, the 
majority during the first three months. The study just referred to found 
that the majority of unemployed psychiatric expatients were those who 
never worked or who had worked only irregularly throughout their lives. 
In a sense, “desocialization” was their style of life. 

For these reasons, we would submit the following hypothesis: that 
the transitional sheltered shop as we know it fits the needs of only a few 
released psychiatric patients. This hypothesis is based on three beliefs: 
the majority of released psychiatric patients are able to find their own 
jobs; unemployed psychiatric expatients are generally unemployable be- 
cause of the pervasiveness and persistence of their illness and the resist- 
ance of it to treatment; (Olshansky, et. al., 1958; and Olshansky, et. al., 
n.d.) and this latter group cannot, by and large, benefit from the tran- 
sitional sheltered shop and would seem to fit more appropriately into 
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the so-called terminal workshop. In short, almost all released psychiatric 
patients are either too well or too sick to need or benefit from the tran- 
sitional sheltered shop as currently structured. As we are reluctant to ac- 
cept sickness and failure within our society, we are reluctant to accept 
the fact that part of our released psychiatric patient population cannot 
be expected to meet the demands of regular employment. As a conse- 
quence, we plan for this unemployable population in terms of social ex- 
pectations rather than in terms of their needs and capacities (Kubie, 
1959). 

It is in this spirit that we state our hypothesis. Our intent is not to 
win assent but rather to challenge assumptions which have been widely 
held, accepted, and unquestioned for so long a period of time. 
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Altro Health And Rehabilitation Services: 
Case Study Of A Protected Work Shop 


Bertram J. Black 
Henry J. Meyer 
and Edgar F. Borgatta 


The “Altro” Concept 


Since 1953, Altro Health and Rehabilitation Services has made 
its facilities available for the rehabilitation of persons previously hospi- 
talized for psychiatric disabilities. Altro began its program in 1913 out 
of community concern with the high rate of relapse of patients dis- 
charged from tuberculosis sanatoria. The agency sought to provide a 
program that would minimize relapse in the transition from sanatorium 
to normal community life. The structure of the organization and the 
rehabilitation philosophy it follows today are the same although modifi- 
cations have been introduced as professional methods and techniques 
have progressed. In 1948 it broadened its scope to include cardiac 
patients. 

The basic focus of the Altro program is on enhancing and stabilizing 
the level of functioning of post-hospitalized persons in the community 
by providing a plan of services and experiences at the time of leaving 
the hospital, the point of greatest danger of relapse. Rehabilitation is 
seen as a total approach to the patient: his medical condition, family, 
social situation, work and economic life. From the beginning of Altro 
it has been assumed that the program. could be effective only if a partner- 
ship was created between the patient and his social world, on the one 
hand, and a variety of helping personnel on the other. 

The paramount need of the person with arrested tuberculosis was 
identified as economic self-sufficiency. Therefore the idea of an economic 
bridge evolved and the Altro Work Shops served as a center for what 
was called “industrial convalescence.” Inherent in the concept is the be- 
lief that return to normality as rapidly as the patient can cope with it 
should be encouraged within protections that guard against over-strain 
and relapse. Thus, the work environment has been made a real one, 
patterned after industry and commerce, and the conditions and demands 
of employment have been made real. At the same time there is a “ring 
of protective services,” making it possible for the patient to use Altro 
while receiving therapies of counseling, casework, medical supervision 
and environmental manipulation to encourage the greatest use of capa- 
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bilities that his handicap will allow. Altro efforts are directed not to a 
“cure” in the commonly accepted use of the term, but to achieving and 
reinforcing an adequate operating level for the client. 

Altro has developed also a type of follow-up for clients that can be 
described as a program in “maintenance of rehabilitation.” Contact with 
some graduates of Altro has been maintained for their life spans in rec- 
ognition that a little service at points of crisis may stave off more serious 
problems and relapse. 


Altro Work Shops 


Altro Work Shops has been described in detail elsewhere (Black 
1956, 1959; Bellak, et al., 1956, 1960). To summarize, it is built and 
operated to look, act and “feel” like a factory. It has three floors of mod- 
ern, well-kept equipment and machinery. Three types of business are 
carried on in the open competitive market. The oldest and largest is the 
manufacture of light, washable cotton garments for hospitals, hotels, 
restaurants and industrial plants. Payment is on a piecework basis at the 
highest rates set for similar processes in unionized industry in New York 
City. In recent years, the Altro Clerical Service Bureau has been estab- 
lished on the same premises, as has a Mechanical Division. The Clerical 
Service Bureau contracts for letter-shop work, statistical clerical opera- 
tions, and computational work. The Machine Shop performs lathe, mill- 
ing machine, drill press, and bench operations on sub-contract from in- 
dustry. Payment in both shops is at going business rates for work per- 
formed. 

At Altro, patients are assigned less than full-time employment ac- 
cording to medical prescription, but they spend a full, normal work day 
at the factory, alternating work and rest. Work time is increased and 
rest time decreased by order of the physician. Psychiatric patients usu- 
ally begin with five hours of work a day spread over eight hours, and 
are as quickly stepped up to full time as the supervising psychiatrist pre- 
scribes. 

Simple unskilled work is available (e.g., floor boys, kitchen help, 
shipping, mailing, etc.) but, in contrast to the usual image of the shel- 
tered or protected workshop, Altro’s major occupations are pitched at 
the semi-skilled level (e.g. sewing machine operating, addressograph 
plate making, I.B.M. card punching, roughing and cutting on a machine 
lathe). 


Community Relationships 


Medical need for rehabilitation. is the primary criterion for referral 
to Altro, so there must be close working relationships with the medical 
services of the community. Altro maintains regular social service contact 
with two large tuberculosis treatment centers and with cardiac clinics 
and work classification clinics. Similar services are under development 
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with three psychiatric treatment centers. A demonstration rehabilitation 
program has been established at Rockland State Hospital in cooperation 
with the New York State Department of Mental Hygiene and the State 
Division of Vocational Rehabilitation. 

In New York City, regular working relationships are maintained 
with three public agencies. The Department of Welfare provides a spe- 
cial unit for Altro patients on public assistance. A liaison counselor is 
sent from the Division of Vocational Rehabilitation, and close liaison 
exists with the State Employment Service. Altro is now arranging to 
give psychiatric consultation to the garment trades unit of the State 
Employment Service in New York City. 

The separation of clinical and industrial aspects of Altro is adhered 
to in legal format and in financing. Altro Health and Rehabilitation Ser- 
vices, Inc., is a member of the Federation of Jewish Philanthropies 
(which provides its greatest support) and of the Greater New York 
Fund. Its psychiatric program is under contract with the New York City 
Community Mental Health Board as a service in psychiatric rehabilita- 
tion under the New York State Mental Health Services Act. Altro Work 
Shops, Inc., pays its business expenses out of the proceeds of its sales. 
The services are non-denominational and interracial. 


Services Provided 


Altro provides an opportunity for a trial return to the community 
in a realistic situation but without the threat of immediate negative re- 
sponse to error. The unyielding demands of a job are avoided until con- 
fidence and habit in successful performance are established and develop- 
ment of necessary social and psychological “crutches” is made possible. 
It is an underlying assumption that work ability is frequently the least 
damaged or last damaged area of ego functioning. The structure of ser- 
vices is directed to protection against relapse and re-assertion of earlier 
socialized patterns and the development of complementary patterns re- 
quired by the new situation resulting from disabling illness, hospital 
experience and handicap. 

Work at Altro is not conceived primarily as vocational training; 
not more than 20 per cent of the patients remain in the occupation per- 
formed at the Workshop. Most patients return to previous occupations 
or go on to specialized training in commercial or public schools. Work 
is conceived as a salient, central experience around which a mature per- 
son in our society builds a major part of his normal role relationship 
and hence of his own self conception. 

The Altro program assumes that ongoing medical treatment should 
come from regular clinic or private physician and that Altro’s medical 
staff be used only for consultation and supervision of rehabilitation, The 
principle blurs, however, for psychiatric patients. Psychiatric treatment 
resources are not so readily available as for tuberculosis and heart dis- 
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ease. Evidence is not clear whether post-psychotic patients can profit 
from continued psychotherapy or other psychiatric treatment. Further- 
more, so much use is presently made of ataractic and other drugs during 
and after hospitalization that control of drug therapy becomes an im- 
portant part of the services of the rehabilitation psychiatrist. 


Population Served 


The range of illness and disability among persons labeled psychi- 
atrically ill is so great that it is difficult to evaluate methods or results 
unless some delimitation is made. Altro has restricted its referrals to 
post-hospitalized patients with schizophrenic psychoses. Any such pa- 
tient is eligible for Altro except those with brain damage, alcoholic or 
narcotic addiction, or such extreme patterns of assaultive or disruptive 
behavior as to make placement in a factory setting dangerous. 

At first on an experimental basis, referrals were accepted from a 
few selected hospitals, and from the Bronx After-Care Clinic of the 
State Department of Mental Hygiene which figured in the research 
which will be described. Gradually, other hospitals have been added so 
that Altro’s present referral sources cover the major public and vol- 
untary mental hospitals and clinics in the New York City area. Con- 
trary to first expectations, and graphically highlighted by the research 


study, a much smaller than anticipated flow of referrals has been made. 


While the flow continues to increase with each passing year, Altro still 
struggles to attract patients and encourages referrals from hospitals 
and agencies. This has been reported to the authors as a common ex- 
perience for most community based rehabilitation programs in the 
psychiatric field. The situation presents a striking difference between 
rehabilitation of the psychotic and the tuberculous: referral for rehabili- 
tation rather than to a job in the community is preferred for most tuber- 
culous patients whereas most psychiatric patients are sent directly in 
to the community and referred to rehabilitation services only if there 
seem to be barriers to easy hospital discharge. For this reason, as well 
as that psychiatric patients may prefer not to be identified as mentally 
ill after hospital discharge, Altro’s psychiatric caseload may include 
the poorer rehabilitation risks among all patients discharged from men- 
tal hospitals. 


The Staff 


The clinical rehabilitation services are in the hands of a team of 
physicians, vocational counselors, nurses and clinical psychologists. Each 
patient is assigned to a social worker who serves also as coordinator of 
services. At the Workshops the nurse serves as liaison between the indus- 
trial and clinical setting. Two registered nurses, trained in public 
health, industrial and psychiatric nursing, are assigned full-time to the 
Workshops. They do not wear uniforms, and to the casual observer ap- 
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pear part of factory management. Teachers, work supervisors, and 
foremen are concerned with job-training and productivity, not with 
therapy. They are responsible for maintaining a healthy work atmos- 
phere but not for tailoring work to the clinical needs of the patient. 


The Routine 


Contacts with patients can be divided into four unequal time 
periods: 

1. Intake—assessment—evaluation. Most patients in this phase 
are served only by the clinical team through casework contact, 
with medical and vocational examination as well. Some are 
accepted for further testing. This period usually lasts one week 
to a month. 

2. The Altro Work Shops phase, lasting six to twelve months. 

3. The after care, or “adjustment” period. During this critical 
phase, which for psychiatric patients might last as long as a 
year, the patient continues to receive clinical services. 

4. The “follow-up” phase, mentioned above. 

Patients vary in their view of Altro’s function but it is common for 
them to begin by defining it as a job and gradually to re-define it as a 
transitional experience. The staff are alert to the progress of patients at 
each stage to prevent premature stabilization or permanent sheltered 
status rather than rehabilitation for “normal” living. 


Description of Study 


After the trial period with patients from private hospitals, an eval- 
uative research project, supported by Russell Sage Foundation, was 
undertaken (Meyer and Borgatta, 1959). By arrangement with the New 
York State Department of Mental Hygiene, referrals from the Bronx 
Aftercare Clinic were accepted in keeping with a control group design. 
The design provided for identification of a pool of patients who, on 
release from state psychiatric hospitals to convalescent status under the 
responsibility of the aftercare clinic, met the following general criteria 
of suitability for the Altro program: 20 to 40 years of age, resident in 
the Bronx, diagnosed as schizophrenic, no previous admissions to men- 
tal hospitals, and hospitalized from three to twenty-four months. Clini- 
cal criteria required that patients be identified as likely to benefit (i.e., 
not “too well” or having more suitable plans) and as unlikely to en- 
danger themselves or others in the Altro setting (i.e., not “too sick’’). 
The former criteria were determined from the case records: the latter 
from clinical examination. This pool became the population for the 
evaluation study. The experimental and comparison samples were se- 
lected therefrom by a random procedure. The study undertook to com- 
pare a random sample of ex-hospitalized patients served by Altro with 
a sample not served. The experimental sample constituted almost the 
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total caseload of psychiatric patients at the Workshops; the majority 
of clients at this time, however, were tuberculous or cardiac patients. 

Criteria of success applied in a follow-up study of experimental 
and control cases after varying periods ranging for each group from a 
minimum of 8 months to a maximum of 24 months were limited to: 
1) rehospitalization, 2) activity status (i.e., regular employment, school, 
or domestic status; unemployed, idle; hospitalized or still under medical 
or rehabilitative regimen), and 3) some comparisons on a before-and- 
after attitude questionnaire and a sentence completion test. Additional 
criteria were not used because of the limited success achieved in bring- 
ing patients in the experimental group into and through the rehabilita- 
tion progrram (Meyer and Borgatta, 1959, pp. 26-27). Table 1. indicates 
the comparative rehospitalization status of experimental and control 
samples: 








TABLE 1. 
REHOSPITALIZATION of EXPERIMENTAL and CompARISON GRouPsS 
Not 

Rehospitalized Rehospitalized Total 
No. per No. per No. per 
cent cent cent 
Comparison group 15 38 25 62 40 100 
Experimental group 10 24 31 76 41 100 


The difference in rehospitalization rate between the experimental 
and comparison groups is not statistically significant although it is in 
the direction expected. When the experimental cases are examined 
with reference to degree of exposure to the rehabilitation program, 
greater success with greater exposure is suggested although the numbers 
involved are too small to permit any conclusion. Thus, with extreme 
caution required, the data suggest that participation in Altro might 
reduce to a modest degree the likelihood of rehospitalization. 

The fate of the evaluation study was drastically affected by the 
small proportion of the target population who accepted referral and by 
the small proportion of those referred who actually received the ser- 
vice. The magnitude of loss between target population and referral is 
illustrated by the fact that, in the first phase of the project, only 32 of 
the 116 cases passed the selection criteria and became available for 
referral. Of the 41 patients ultimately referred to Altro, only 26 were 
ever in contact with the intake procedures and only 12 actually entered 
the Workshop. This shrinkage, perhaps not surprising in retrospect, is 
dramatic evidence that acceptance of service is not equivalent to prof- 
fer of service, that the patient’s definition of need for program is not 
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necessarily that of the psychiatrists and social workers, Attention must 
therefore be directed not only to the rehabilitation program itself, but 
also to the process of making it available. The possibility of introducing 
the service at a point prior to release from the hospital, and the possible 
use of authoritative procedures to require treatment are two implica- 
tions arising from the evaluation research effort. 

The character of the experience that post-hospitalized mental pa- 
tients have in the Altro program has not been studied systematically. 
Because the severe test to which this program was put in the evaluation 
research even faintly suggests that it enhances the post-hospital success 
of schizophrenic patients, one is encouraged to study the nature of the 
socialization processes involved. These would include treatment efforts 
of the professional personnel; the effects on patients of peers in the 
protected work situation; the processes of transition from the role of 
“sick” to that of “normal” both in self-conception and in the context 
of the post-hospitalized person’s total social life. The evaluation study 
leads us to hope that in such research we may be examining theories 
of rehabilitation that relate to an outcome of practical importance. 
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The Expatient Organization: 
A Survey 


Henry Wechsler 


The expatient organization is a specialized form of group activity 
for individuals who share common problems and experiences, and join 
together to obtain mutual help. Expatient groups are not limited to the 
mental health field. Today, for example, there are groups for alcoholics 
and juvenile delinquents. In addition similar groups have been estab- 
lished for persons who are not former patients, but who have special 
problems such as the newly widowed and divorced, and obese persons. 
Although the idea of the expatient club is not new, interest in the utiliza- 
tion of such clubs in this country for the rehabilitation of former mental 
patients has been stimulated only in the past decade. A survey conducted 
for the Joint Commission on Mental Illness and Health in 1957, upon 
which this paper is based, indicated the existence of at least 42 organ- 
izations of former mental patients. Over three-quarters of these were 
established after 1950. In England, a similar growth of such clubs pre- 
ceded the movement in the United States by a decade. There, under 
the impetus of Joshua Bierer and his colleagues (1948), expatient groups, 
in existence since 1940, are estimated to number over 200. 

The rapid growth of clubs of former mental patients is not an iso- 
lated phenomenon, but may be viewed as in part reflecting what has 
been described as the “‘other-directed” and “organization-oriented” tenor 
of contemporary American society. Current estimates of membership in 
voluntary community organizations indicate that as many as 65 per cent 
of adults may belong to groups of some kind (Scott, 1957). (The mem- 
bership rates of social scientists and professionals in the health fields un- 
doubtedly contribute to these estimates.) Since such a high proportion 
of our citizens belong to various types of organizations, it is not sur- 
prising that some persons who have been mentally ill are also becoming 
joiners. 

From one point of view, the mental patient has been considered to 
have a greater need for group membership than other individuals, as he 
may be more severely limited in the ability and possibility of interacting 
with others upon discharge from the hospital. The experience of mental 
illness and hospitalization has been viewed by many as basically desocial- 
izing, thus indicating the necessity for resocialization and socialization. 
Spurring the growth of expatient organizations has been heightened in- 
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terest in the importance of the milieu in mental illness, and the accom- 
panying feeling that any means which will assist the social interaction 
of a patient will contribute to his mental health. 


Assumptions Underlying Expatient Groups 


Specifically, the assumptions underlying expatient organizations 
may be conceptualized in the following manner: 


(a) The mental patient on return to the community may find difficulty 
in re-establishing satisfactory interpersonal relations. 


(b) Re-establishment and maintenance of adequate social relationships 
are of vital importance to the former mental patient, as failures in the 
social sphere may serve as contributing factors in relapse and rehos- 
pitalization. 

(c) Opportunities should be provided for the expatient to meet with 
other individuals who would accept him, despite the stigma often as- 
sociated with mental illness, and present him with necessary social sup- 
ports. 


(d) Individuals who share the common experience of hospitalization 
for mental illness may tend to be more understanding, self-accepting, 
and supportive of each other. 


(e) One way of meeting these objectives is to form social groups com- 
posed primarily of former mental patients. 


(f) As a consequence, the expatient group may produce a milieu rela- 
tively freer from stress than other community organizations or ordinary 
community life. 


(g) Within this sheltered social environment, the expatient may be 
able to establish interpersonal relationships more easily, and develop and 
test various adaptive patterns of behavior. 


(h) As the expatient gains confidence from acceptance within the 
group, and more experience in forming interpersonal relationships, it is 
hoped that he eventually will be able to relate to other persons outside 
of the protected setting. 


Types of Expatient Organizations 


Although most expatient groups agree as to the need to provide 
the discharged mental patient with a supportive milieu, they differ as 
to the way in which this is to be accomplished. Perhaps the greatest point 
of contention in the expatient group field pertains to leadership and 
sponsorship of such groups. Expatient clubs may be conceptualized in 
terms of a continuum ranging from groups that are led by the patients 
themselves (approximately 20 per cent) to those that are directed by 
professionals. Professionally-run groups are usually sponsored by state 
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agencies, hospitals, or mental health associations, while patient-run 
groups must obtain their own funds and facilities. 

Recovery, Inc., a national association of “nervous and former men- 
tal patients;” Search, an “information center” run by a former patient 
to form a federation of patient-run clubs and to “educate” the public 
about problems in the mental health field; and Club 103, composed of 
former patients of the Massachusetts Mental Health Center are exam- 
ples of patient-run groups. Fountain House Foundation of New York, 
the San Francisco Fellowship Club, and the newly established Center 
Club in Boston are examples of professionally-run organizations. 

Whether leadership is placed in the hands of expatient members or 
of professionals is a reflection of divergent philosophies. Professionally- 
led groups believe that expatients are as yet not capable of completely 
managing their own affairs. The professional can assist the club by 
screening members to eliminate those as yet not capable of completely 
managing their own affairs. The professional can assist the club by 
screening members to eliminate those as yet not ready for this type of 
group experience and those who either may be harmed by or who may 
disrupt group activities. The professional may also help members who are 
ready to leave to make the transition to other types of community or- 
ganizations. He can serve to acquaint members with community facilities, 
and to refer expatients to after-care services which they might require. He 
can also serve as a “model of health,’ and may keep group discussions 
from becoming preoccupied with illness and symptoms. 

On the other hand, patient-run groups have been viewed by their 
members as initiative-promoting and independence-stimulating catalysts. 
They wish to provide the expatient with experience in the management 
of his own affairs, and feel that practice obtained in running the club 
will be valuable in other aspects of the member’s life. They may serve 
to wean the expatient from continuing dependency on hospital and pro- 
fessional. 

The two points of view may not be irreconcilable. Many expatient 
groups which are professionally-run permit members to take considerable 
part in club government. The Fireside Friendship Club, sponsored by a 
state agency in California, is a case in point. A progress report (Ezra, 
1955), describes the problems and dynamics involved in having expa- 
tients assume leadership of the group while a professional social worker 
acted in the role of observer and advisor. In general, professional leaders 
of expatient groups permit members to assume as much responsibility as 
they feel the members can handle, or as much as the members indicate 
they want to assume. Serving further to converge the two opposing points 
of view is the recent appointment by the lay-run Search of a professional 
medical consultant. 

Expatient groups also differ in terms of whether they are mainly so- 
cial in nature, or whether any other method of treatment is employed. 
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For example, Recovery, Inc., employs a specific method of self-help and 
after-care originated by the late A. A. Low (1950). This method can be 
described as suppressive and inspirational in nature. An analysis of it and 
its implications for the member have been presented in another paper 
(Wechsler, 1960). Other groups may be primarily social in nature, as in 
the case of Club 103 (Landy and Singer, 1960), while still others have 
been used as extensions of group psychotherapy programs as in the case 
of Resurgo Associates. 

Expatient groups may also be differentiated on the basis of whether 
they are open to all former mental patients or only to “alumni” of a 
particular institution. The former are usually situated in the community, 
while the latter are located near the grounds of the hospital. Club 103, 
Social Renascence in Columbus, Ohio, and Human Relations in Al- 
buquerque, New Mexico are examples of “alumni” groups. This type of 
expatient organization may involve less of a break from the experience 
of hospitalization than other groups in that the quarters are located near 
the hospital and members may have met previously on the wards. 


The Membership 


Most expatient organizations are relatively small in size, with two- 
thirds having twenty or fewer regularly attending members. The notable 
exception is Recovery, Inc. which estimates membership of 4,000 in 250 
local groups located in twenty states. 

Groups vary as to membership policy. “Alumni” organizations are 
open only to expatients of specific hospitals. Other groups permit anyone 
who has ever been treated for a form of mental illness to become a mem- 
ber. In Recovery, Inc. any person who has been hospitalized for mental 
illness or who views himself to be emotionally disturbed may join. Only 
half of the members had ever been hospitalized, while one-fifth had never 
obtained any form of psychiatric treatment (Wechsler, 1960). 

Certain professionally-run groups, as the San Francisco Fellowship 
Club, require referral from a professional or agency. Such professionally 
directed groups screen their potential members to eliminate those who are 
felt as yet not ready for group activities, or who may disturb or disrupt 
other members. Alcoholics, psychopaths, and sexual deviates may be kept 
from joining. 


Activities, Services and Facilities 


The majority of expatient clubs meet once a week, while a few hold 
monthly or bi-weekly meetings, Several groups, such as Manning House 
in Dallas, and Fountain House in New York and Philadelphia, are open 
to members daily. The latter are more than “clubs.” They are essentially 
social rehabilitation centers which provide members with more compre- 
hensive activities and facilities than the club which meets only weekly. 
The social rehabilitation center usually has at its disposal services of pro- 
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fessionals, usually social workers or psychologists, The case study of Foun- 
tain House reported in this issue presents an example of a club which 
developed into a social rehabilitation center. 

Since most expatient groups stress the goal of socialization and re- 
socialization, activities are usually social in nature, resembling the card 
club or discussion group. The specific nature of the activity is not con- 
sidered to be as important as the social interaction it is intended to pro- 
duce. Most groups include parties, picnics, dances and games in their 
program. Occasionally outside speakers are brought in to give lectures 
about problems in mental health, or on any topic of mutual interest. 
The group may visit patients in mental hospitals, It may meet with groups 
in the community, as part of a general public education program. For 
example, members of Club 103 frequently served on a mental health 
panel appearing before civic groups sponsored by the Massachusetts Men- 
tal Health Center. In addition to improving the public’s understanding 
of the mental patient, such meetings are also intended to help the ex- 
patient establish contacts with the community. 

Some groups plan trips to community recreational and educational 
facilities to help members learn to utilize what is available to them. Many 
expatient organizations invite interested non-members to attend meetings 
in the role of community volunteer. They encourage such persons to in- 
teract with members, and to take part in group activities. All of this is 
intended to facilitate transition of the expatient to regular community 
life. As in the case of Fountain House, some groups have training pro- 
grams for volunteers. 

In line with the predominantly social orientation, activities of most 
expatient groups are mainly informal in nature. However, some groups 
have formal business meetings and tend to organize their programs sev- 
eral months in advance. Perhaps the most highly structured routine is 
that of Recovery, Inc., since that organization follows a specific method 
at all meetings. 

Depending on their professional resources, expatient groups may pro- 
vide certain additional services. Some professionally led clubs provide 
vocational counselling and may also assist in the location of jobs and resi- 
dences. Others refer members to agencies and treatment centers for furth-: 
er help. One self-governing expatient club even hires its own psychologist 
to conduct group psychotherapy. 


Problems Encountered by the Expatient Group 


Although the number of expatient organizations has increased con- 
siderably in the past ten years, the total current membership may be esti- 
mated at less than 5,000. This comprises a rather insignificant proportion 
of the total number of patients discharged from mental institutions each 
year, Most expatient clubs complain about difficulty in recruiting new 
members, even though a few social rehabilitation centers maintain waiting 
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lists. In comparison, Alcoholics Anonymous, which was started at the same 
time as Recovery, Inc., estimates a membership of over 150,000 (A. A., 
1955). In addition to difficulty in obtaining members, many expatient 
groups, particularly self-governing ones, tend to have relatively short life 
spans. 

Palmer (1958) suggested a number of possible deterrents to the 
growth of expatient organizations. She feels that the stigma associated 
with mental illness, the desire of many expatients to forget about their 
hospitalization, and the relative heterogeneity of psychiatric patients as 
compared to alcoholics are factors serving to limit the growth of social 
clubs for former mental patients. 

Although much interest has been aroused in the use of such groups, 
their effectiveness remains basically untested. To date, no carefully con- 
trolled study of their therapeutic effects has been conducted. Many pro- 
fessionals, as indicated in the study of Recovery, Inc. (Wechsler, 1960) 
remain wary of lay-run expatient groups. It is possible that the zeal for 
“reform” of some of the self-governing groups has served further to 
alienate the potential cooperation of the professional. 

Further serving to limit growth of expatient groups may be the pos- 
sibility that members constitute a highly selective segment of the expatient 
population, Since membership entails participation in group activities, 
only those expatients who are able and willing to undertake this type of 
experience will be motivated to join. 

When the expatient group is viewed as a special type of the voluntary 
community organization, the same factors contributing to selectivity of 
membership in voluntary organizations may also serve as self-selectors of 
the membership of the expatient organization. Studies of community or- 
ganizations have indicated that most members tend to be married, Pro- 
testant, urban, non-manual workers with some college education (Scott 
1957, Wright and Hyman 1958, Freeman et al. 1957). If a similar selec- 
tivity operates in expatient groups, many schizophrenics (found to be in 
classes IV and V by Hollingshead and Redlich [1958] ) probably will 
not become joiners. This group at the present time includes the greatest 
segment of mental patients. A study of membership patterns in Recovery, 
Inc. has indicated that active members tend to have the same type of 
background characteristics as joiners of voluntary community organiza- 
tions (Wechsler, 1960). 


“The Expatient Role” 


The act of joining an organization of former mental patients implies 
the voluntary acceptance of an “expatient role.” Although all discharged 
psychiatric patients may be designated as “expatients,” many wish to 
sever their connection with anything that reminds them of the hospital. 
These persons wish to “pass” in the community as “non-expatients.” They 
may join groups which do not offer special supports in relation to their 
former illness, but which also do not entail labeling themselves as expa- 
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tients. For certain former patients the act of passing may not be possible 

or desirable. These persons continue their association with other mental 

patients or with psychiatric facilities, 

The role of the expatient within the group has a number of impor- 
tant connotations, Perception of the self as similar to other expatients and 
as different from other persons in the community may be one of the first 
consequences. The member may continue to view himself mainly as an 
expatient and not as a shoe clerk or typist. The discussion about illness 
and symptoms in some groups may reinforce this perception, as ‘the so- 
cial supports obtained in the group may reinforce continuation in the 
expatient role. Dependence on the group may serve to lead to a continua- 
tion in this role, particularly in a club where there is no professional 
available to suggest that the person is ready to “graduate” from the club. 
Studies of Club 103 (Wechsler, 1960a) and Recovery, Inc. (Wechsler, 
1960) indicate that many persons remain members for three years or 
more. Such continual membership may provide the expatient with assis- 
tance which may not be available elsewhere. Through joining he can 
expect that other members will give him the acceptance and support 
which is a right of all members. In turn, he has the obligation to provide 
others with the same kind of treatment. However, when no formal mecha- 
nism exists for the termination of membership, individuals may be limited 
from growing out of expatienthood. In this event, the expatient club may 
lose its transitional function, and may become a permanent reference 
group. 
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Fountain House Foundation: 
Case Study Of An Expatient’s Club 


Victor Goertzel, John H. Beard and Saul Pilnick 


Theoretical Orientation 


Patients returning to the community are faced with a number of 
problems resulting from their inability to adapt to the community and 
the failure and inability of the community adequately to “accommodate” 
them. This often results in the social isolation of the returned patient. A 
major objective of Fountain House is to provide a social, interpersonal 
environment which can successfully accommodate the former patient, re- 
gardless of his remaining symptomatology. 

“Regardless of the degree of pathology, there remains in the patient 
a core of essential ego strengths, These ego strengths can be utilized 
through the establishment of an activity group structure, provided the ac- 
tivities are relevant to these strengths. Because the requirements of the 
activities do not surpass the patient’s ego capacity, he is enabled to par- 
ticipate effectively in a social relationship....The participation in such 
an activity structure tends to isolate socially the patient’s symptomatology 
and pathology. The patient’s new experience in participation with others 
on a basic reality level seems to promote a process of reinstitution of lost 
ego capacities.” (Beard, et al. 1958). 

The Fountain House environment, as a transitional setting between 
hospital and community is comprehensive in nature and operates with a 
set of standards sufficiently different from the community at large, so that 
the patient is able to achieve membership in a social environment not 
otherwise available to him. Demands upon the member are not as high 
or persistently maintained as they are in the community nor are certain 
deviations as severely sanctioned. Many members do not work, exhibit 
bizarre behavior, and need assistance in getting about the city, Others 
achieve a high level of performance generally but have trouble in main- 
taining it. In a non-clinical atmosphere, staff, volunteers and members 
attempt to provide a family-like milieu in which the new member can 
become involved in positive, interpersonal relationships. Patients are 
helped to learn new roles and to assume previous roles, leading to the 
establishment of interpersonal relationships through which reality testing 
occurs and the patient’s motivation, desire and value for life, are in- 


creased. 
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History and Facilities 

Fountain House was established formally in 1948 by the late Eliza- 
beth Schermerhorn. However, its origin as the first psychiatric rehabilita- 
tion center of its kind in the United States (Robbins, 1954), goes back 
to the immediate post-war period. A small group of patients in Rockland 
State Hospital banded together under the name WANA — We Are Not 
Alone — to maintain contact with those still in the hospital and to offer 
material assistance and an understanding circle of friends. The group 
which met on the steps of the New York Public Library was provided 
with a meeting place of its own when interested citizens purchased a 
building to serve as a clubhouse. The four story brick house, on the west 
side of midtown Manhattan, possesses a patio and a fountain, hence the 
name Fountain House. Its facilities include a modern kitchen, dining 
room, two main lounges, a smal] library, a T.V. room, a small repair 
shop, and several other rooms for various group activities. 

From these beginnings, Fountain House has evolved into a compre- 
hensive, professionally directed rehabilitation program serving the New 
York metropolitan area (Fisher, et al. 1960). In the past year, separate 
administrative offices were obtained two blocks away in a large office 
building. Since the members meet not only at Fountain House but also 
in small patient groups in their neighborhoods, the donated facilities of 
churches, schools and Y’s are used. 

Fountain House is a voluntary, non-fee charging agency governed 
by a 38 member Board of Directors. Much of the work of the Board is 
conducted by 13 standing committees ranging in size from three to nine 
Board members. The 1960 budget of $200,000 will be derived from the 
following sources in descending order of size of contribution: private 
foundations, federal government, Board members, New York City Com- 
munity Mental Health Board, benefits, and individual contributions. 


Membership 


Members are referred to Fountain House through a wide variety of 
sources. Of a total active membership of 550 in ‘December, 1959, psychia- 
tric hospitals (24%) were the largest single source of referral, followed by 
after-care clinics (19%), friends of members (16%), other agencies 
(15%). The remaining referrals (26%) were attributed to publicity, 
family members, and professionals not in agencies. Fountain House in 
turn uses the services of the New York State After-care Clinics, the Di- 
vision of Vocational Rehabilitation, the special placement section of the 
State Employment Service and other miscellaneous community resources. 

Fountain House members tend to come from middle and lower so- 
cioeconomic groups. Approximately half have completed high school. 
Their diagnoses are schizophrenic (80%), other psychoses (13%), non- 
psychotic (7%). Two out of every three members have had more than 
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one psychiatric hospitalization. Men outnumber women three to two. 
Only five per cent are twenty years or younger and only eight per cent are 
over fifty years of age. Two thirds of the membership are in their twenties 
and thirties, Only one out of twenty is currently married. 

All patients applying for membership are accepted except those who 
have had a history of alcoholism, narcotic addiction, overt homosexuality, 
seizures, severe physical handicaps, or aggresive behavior which preclude 
functioning in a group setting. Only two per cent of the applicants fall 
in these categories. Most applicants come to Fountain House within six 
months of their release from the hospital. About 12% come while still 
hospitalized and out on a short-term leave. 


Staff and Volunteers 


Fountain House has a full-time professional staff consisting of seven 
social workers, two vocational counselors, a clinical psychologist, a sociolo- 
gist, a recreational therapist and a psychiatric nurse. The Executive Di- 
rector and Program Director are social workers. The clinical psychologist 
and sociologist comprise the research staff. The field staff is made up of 
four social workers who supervise the patient field groups, and a voca- 
tional counselor who is responsible for the Transitional Employment Pro- 
gram. Responsible for the house program are a social worker, vocational 
counselor, and recreation therapist. The psychiatric nurse serves mem- 
bers in all areas of the program. A part-time psychiatric consultant is 
available. There are also four lay employees working directly with mem- 
bers and five admiuistrative-clerical workers. 

Volunteers have always played a major role in all areas of the Foun- 
tain House program. Currently, some 100 volunteers are active, having 
undergone a course of orientation and training prior to program assign- 
ment (Pilnick, 1959). 

The rehabilitative role of the volunteer is believed to be closely re- 
lated to the quality of human contact which is vitally required by the 
individual patient. Frequently, the Fountain House member has only a 
most tenuous capacity for the formation and development of productive, 
interpersonal relationships which are capable of exerting positive in- 
fluences on the patient’s life patterns. The volunteer can facilitate the 
establishment and growth of such relationships through the interest, ap- 
proval and pleasure displayed for the patient’s constructive efforts and 
the concern, friendly suggestions, and limitations appropriately expressed 
by the volunteer in respect to the patient’s regressive tendencies. 


Field Group Program 

A Fountain House field group consists of 20 to 25 members, six or 
eight volunteers, and a staff worker. The members represent varying 
levels of community adjustment. Some are still hospitalized, having 
joined Fountain House as a first step in the transition process. Others 
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are Fountain House members who have become rehospitalized, yet main- 
tain active membership in the group. Some are successfully employed 
and making a good community adjustment. A few members are “home- 
bound” being unable to achieve minimal community participation. Other 
group members require financial support from either their family or 
the Department of Welfare. The primary function of the field group is 
to enable the individual patient, regardless of level of adjustment, suc- 
cessfully to achieve membership in a small group so that the process of 
rejection and isolation is significantly reversed. 

The field group consists of a wide variety of activities. For example, 
personal contact with homebound and hospitalized members is regularly 
maintained. Emphasis is given towards helping the marginally adjusted 
patient to become active in the Fountain House day program so that es- 
sential work habits and motivation for productive work can be reinsti- 
tuted. Leadership roles are available to members who have been success- 
ful in achieving primary rehabilitative goals. Regular group meetings 
are held in community facilities at which time the group expresses its 
interest in the current life situation of each member, Approval and recog- 
nition are given to successful efforts of accomplishments. Concern for a 
member’s current difficulties is expressed and a plan of assistance for- 
mulated. A cohesive quality of the group provides a non-threatening 
atmosphere which makes it possible for even the most withdrawn member 
to have an accepted role in the group. The group environment relates 
itself directly to the member’s daily routines and happenings. An attitude 
of confidence is expressed in the ability of each member to obtain realistic 
personal goals. Because there are members in the group who have done 
so, the formation within each member of a “concept for one’s future’’ is 
enhanced. 


The Day Program 


The first objective of the Fountain House day program is to attract 
into the club house during the day men and women who are making only 
a marginal adjustment in the community. Initially the involvement is on 
a passive level — sitting, reading, talking, eating, watching television. 
Members at this stage are not employed and tend to be socially isolated. 
‘They are attracted into the day program for various reasons, Their 
initial passivity occurs in an atmosphere in which many productive ac- 
tivities are occurring. Members, volunteers, and staff are mutually en- 
gaged in the various operations of the day program. These activities 
include the operation of the office, the housekeeping and maintenance 
of the center, and the preparation and serving of food. The newcomer, 
over a period of time, slowly becomes involved in these activities at his 
own pace, on the basis of the motivation stimulated by the setting. The 
term “assignment” would not adequately describe the process through 
which members take on responsible duties in the day program, Some 
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members are attracted to the work program and ask to be included in it. 
Sometimes the professional worker will set up situations so that the mem- 
ber is drawn into the day program and thus becomes involved in it. In 
some instances an assignment is made. It is not usually significant whether 
the increased participation is in terms of serving lunch, sweeping a floor, 
helping paint a room, running errands, or addressing and sealing en- 
velopes. What is significant, however, is the members’ expression of the 
desire to engage in constructive activities in which they, along with others, 
can have mutual pride. In this manner, the more positive influences of 
interpersonal relationships are re-established. 

The day at Fountain House begins at 8:45 a.m. with the serving of 
a breakfast consisting of fruit juice, toast and coffee to about 35 mem- 
bers. Most of these members and some 30 others who come later are reg- 
ularly involved in the day program. The food service includes the entire 
range of functions; planning of the menu, shopping for food, setting the 
tables, cooking, serving, clearing the tables, and dish washing. A hot 
lunch and mid-afternoon and evening refreshments also are served. 
Members work, too, at housekeeping and clerical tasks. 

In each of the three major areas of the day program a non-profes- 
sional staff member provides day-to-day guidance and direction. Each 
operation is under professional supervision to assure appropriateness of 
activities and their relationship to the overall rehabilitation plan for the 
individual member. Members in each area hold weekly meetings with 
professional and ancillary staff to discuss progress and difficulties. Occa- 
sionally, after having worked together in the morning, members go on 
trips as a group, usually under volunteer leadership, to parks, museums, 
theaters and baseball games. 


Transitional Employment Program 


One out of three Fountain House members get jobs on their own or 
through public and private employment agencies. Some members can 
be referred for vocational training through the State Department of 
Vocational Rehabilitation. Others, who have had a lengthy hospitaliza- 
tion or long periods in the community during which time they were not 
self-supporting, come into the Fountain House day program. Experience 
has shown that after three to nine months in the day program, many 
members can get jobs on their own or with the assistance of other 
agencies, or with the help of Fountain House. Some members, however, 
after making an excellent vocational adjustment in the day program, 
are still unable to move on to regular jobs. A transitional employment 
program was developed for these persons through an effort to involve 
commerce and industry in the rehabilitation process. This approach is 
in contrast to the sheltered workshop concept for convalescent mental 
patients. 

To date, seven business firms have helped in meeting the special 
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vocational problems with which certain day program patients were con- 
fronted. These include a large Fifth Avenue women’s clothing department 
store, a Wall Street brokerage house, a commercial printer and a small 
duplicating service. Arrangements are made for a staff worker to do each 
particular job before placement of a member, This permits the staff 
worker (a) to determine the standard of performance that must be met 
by the patient to handle the job successfully, (b) to obtain the coopera- 
tion of the other employees in the rehabilitation project, (c) to under- 
stand the interpersonal problems which would be associated with the 
job, and (d) to deal more effectively with the member when placed on 
the job. Arrangements are made for a member to work for as little as an 
hour a day at the going salary rate. If necessary during periods of stress, 
the staff worker can work alongside the member. Placement is limited 
to three or four months in duration. In this way the same job can be used 
again for a new member. 

With the successful completion of the transitional placement the 
former patient is enabled to achieve the independence, status, satisfaction 
and confidence which paid employment offers. He also acquires that 
essential credential for securing other employment—a good reference 
from a recent employer. Twenty-three members, most with poor previous 
employment records, have successfully completed transitional placement. 
With three exceptions all are now working on regular jobs for other em- 
ployers and making an adequate vocational and social adjustment in the 
community, 


Social Recreational Program 


Informal recreational activities are an integral part of the Fountain 
House day program. The organized recreational program is largely an 
evening and weekend activity. Included are volunteer directed classes 
in such varied activities as group singing, social and folk dancing, bridge, 
typing, sewing, and dramatics. Such activities, when conducted with 
small groups of members directed by trained volunteers, are not only 
non-threatening to the more withdrawn member, but are helpful in pro- 
viding the patient with pleasurable experiences to facilitate development 
of interpersonal relationships. Members with various levels of adjustment 
can participate in the recreational program, irrespective of involvement 
in other program areas. 


Recent Developments 


An effort is now being made toward meeting housing needs of mem- 
bers. Instead of establishing a supervised residence, Fountain House has 
rented a number of low cost apartments which are available to members 
for temporary residence. Each Fountain House field group has one apart- 
ment utilized by two or three members. 

Now under development is a unique field group which utilizes com- 
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munity facilities exclusively (N.I.M.H. Mental Health Project Grant 
OM-463). This project is designed to determine the feasibility of estab- 
lishing patient groups which only require existing community facilities to 
provide rehabilitative services at a minimal cost. 

A project to explore and evaluate the role in the rehabilitative proc- 
ess of friends and relatives of Fountain House members is in progress, 
with the support of the Brooklyn Mental Health Association. 

Initiated recently is a major study involving four research popula- 
tions of recently released applicants to Fountain House living in New 
York City (N.I.M.H. Mental Health Project Grant OM-291). Assign- 
ment to the four populations is strictly by rotation at time of application. 
Each of the three experimental populations receives a different predeter- 
mined rehabilitation experience at Fountain House. The fourth is a con- 
trol group which is not accepted into any Fountain House program. 

Population I members are assigned to a social worker who estab- 
lishes contact with the patient immediately after application. The worker 
makes an initial evaluation of the member’s needs, works closely with 
him over a two year period and gradually involves the member in those 
areas of the Fountain House program and facilities in the community 
which the worker feels are indicated. The field group program described 
earlier is established specifically for population I members. Emphasis is 
placed on the development of a significant relationship between the 
worker and the member. 

Population II members are assigned to a worker who establishes 
contact with the patient immediately after application. However, the 
professional works with the member for only one month during which 
time the worker attempts to involve the member in those areas of the 
Fountain House program which are appropriate to his needs. After the 
month the member no longer receives special attention and his use of 
Fountain House facilities is completely optional. As is true of other mem- 
bers, further relationship with staff depends upon efforts of the member 
and the particular interest of the worker. 

Population III members are not followed closely by any staff worker 
and participate in the program on a completely optional basis as is true 
for non-research members, 

Population IV is a control group. These applicants are not accepted 
‘into the Fountain House program, 

The individuals in all four research populations are evaluated every 
three months regardless of their participation in the Fountain House 
program. The evaluation is focused upon rehospitalization, vocational 
adjustment and use of other facilities. It is anticipated that this study 
will provide some of the answers to the role of Fountain House in the 
rehabilitation process of its members. The control group will be used as 
the basis for evaluating the overall impact of Fountain House. The differ- 
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ential effect of the various programs will be evaluated using the three 
experimental groups. 

At present methods are being developed for evaluating experiences 
of members in the four research populations for appropriately describing 
the nature of the relationship between staff worker and member, critical 
situations which arise in the rehabilitation process and the use of various 
facilities by the members. Also being explored are more refined methods 
of describing social and psychological changes in the behavior of mem- 
bers which may be related to their prognosis. 
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The Transitional Hospital 
A Clinical And Administrative Viewpoint 


Milton Greenblatt 


The hospital administrator is vitally interested in “social psychiatry,” 
not only for the insights he gains as to how the hospital community func- 
tions, and the assistance given him in producing favorable institutional 
change, but also because social psychiatry promises both the clinician 
and administrator new dignity and scientific status in their functions of 
patient care and treatment. From this perspective we view clinical ad- 
ministrative problems as related to two broad goals. The first is to create 
a “therapeutic community” within the hospital (beginning in most in- 
stances from an essentially custodial level). The second is to develop a 
“community mental hospital” by stimulating joint responsibility and 
collaboration of both hospital and community in many aspects of mental 
illness and health. 

In this discussion we have purposely omitted references to specific 
modalities or facilities for patient care (such as day hospital, halfway 
house, clubs, or even drugs, psychotherapy, etc.) which are adequately 
discussed in other parts of this issue. We also appreciate the preliminary 
nature of these formulations which in a short text can be developed only 
in a simple general outline. 


Creation Of The Therapeutic Community 


The concept of the therapeutic community has already received 
explicit attention in many articles and books (Belknap 1956, Caudill 
1958, Cumming and Cumming 1957, Denber 1960, Greenblatt et al. 
1957, Greenblatt et al. 1955, Jones 1953, Stanton and Schwartz 1954, 
von Mering and King 1957), and some institutions have achieved a 
social program with impressive advantages suggesting a successful move- 
ment towards the ideal. Where this has been accomplished, the steps 
taken have been somewhat as follows: 

1. Development of the Therapeutic Potential of Staff. This in- 
volves recognition of role problems of each occupational group, en- 
couragement of individual expression, enhancement of selfesteem, im- 
provement of social life, greater participation in the therapeutic pro- 
gram, removal of barriers between upper-and lower-level staff, reduc- 
tion of hierarchical status differences, and facilitation of upward as 
well as downward flow of communication, especially between adminis- 
trative personnel and ward staff. More democratic relations between 
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management or senior personnel and ward personnel are thus en- 
couraged. 

The attendant, for instance, is now seen in his social context as 
“low man on the totem pole”—least trained, least paid, least rewarded, 
given the most difficult assignments, and permitted to work with least 
support and at greatest distance from administrative staff. He often suf- 
fers social discrimination at the hands of superiors. The privilege of com- 
municating what he knows about patients, and his education and growth 
as a person are often neglected (Brown 1948, Greenblatt et al. 1957, Hall 
1952, Hyde 1955, Hyde et al. 1956, Wells et al. 1956). 

Now it is recognized that the attendant often holds the key to the 
patient’s well-being, and that his morale is the crucial factor in patient 
care. If not respected as a person, he tends to displace his dissatisfaction 
onto his relations with patients. Staff’s anger, resistances, feuds are all 
recognized as vital elements in therapy. And with the emergence of such 
recognition have come the collaboration of psychiatrists with social sci- 
entists, and the flowering of a modern “social psychiatry.” 

2. Removal of Punitive, Restrictive Barriers Between Staff and Pa- 
tient. Enhancement of the value of staff members appears to result in a 
reduction of routinization of roles and development of closer personal 
relationships between staff and patients, reflecting in a sense the closed 
gap between the various levels of staff. Ward “emotional climate” in 
general is markedly improved, and fear of punishment and coercion di- 
minished, Specific practices, such as seclusion, tubs, packs, forced feed- 
ings, physical restraints, over-medication, removal of clothes and posses- 
sions, and denial of civil rights are reconsidered as to their true contribu- 
tion to patient care, and in many instances long-standing routines of 
management are scrapped as negative or maltherapeutic. 

3. Development of the Social Environment as a Therapeutic Force. 
The nature of psychiatric illness demands that there be avaliable a 
rich social environment to help the patient emerge from his withdrawn 
state when he is psychologically ready to do so. The concept is different 
from the “total push” philosophy of the past (Myerson 1939, Semrad and 
Corwin 1940, Tillotson 1939), which tried to force the patient into inter- 
action. The modern approach is to remotivate the patient (von Mering 
and King 1957) by various means to make beneficial use of an enriched 
social program. Practically, when patients come out of their withdrawn 
state, they need occupational therapy, together with recreation, work, 
and social opportunities such as are available to citizens in the commu- 
nity. As he continues to improve, he seeks more interaction with the en- 
vironment and requires satisfaction of now outwardly-directed energies. 
At this time, staff, if properly motivated, becomes increasingly helpful in 
developing new ways of reaching the patient. In fact, both patients and 
staff enter into a complementary ward and hospital life. 

4, Participation of Patients in the Therapeutic Process. Dispersion 
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of responsibility and authority, and broader participation of staff, now 
lead to patients’ participation in their own therapeutic program. Self 
help and patient organization towards that end become additional 
modalities. The patients turn to self-government, become a board of 
inspectors, manage many aspects of ward life, including feeding, re- 
creation, etc., and may even, after appropriate training, participate in 
some managerial decisions concerning their welfare. 


Development Of The Community Mental Hospital 


Now we are confronted with the new challenge—the attainment of 
a “community mental hospital,” one closely in touch with the community, 
guiding the community in its mental health developments and benefiting 
thereby. It is the necessary outcome of social advances heretofore achieved 
within the hospital. It is increasingly clear that a mental hospital’s prog- 
ress toward a therapeutic community can be sharply limited by a prevail- 
ing low level of enlightenment in the outer community. The hospital is 
not only dependent on the community for basic sustenance and support 
but needs the enlightened cooperation of its citizens in order to guarantee 
the social and emotional acceptance of the patients it discharges. Any 
clinician of experience knows how quickly the work of the hospital can 
be vitiated if the patient meets an intolerant, rejecting environment when 
he is released. 

As the development of the therapeutic community within a hospital 
implies breaking down barriers between staff and patients, so the devel- 
opment of a community mental hospital implies breaking down of bar- 
riers between hospital and community—the merging of inner and outer 
communities to desirable goals of successful resettlement of the discharged 
patients and mutual support of the health of community and hospital 
(Greenblatt and Simon 1959, Milbank Memorial Fund 1957, World 
Health Organization 1953). 

The community mental hospital implies bilateral responsibility, col- 
laborative effort and coordinated programming. Such a program can 
only be regarded as an exploratory effort, for although some successful 
collaborative models have been described, many new problems and com- 
plexities are to be expected of each new endeavor, based on local condi- 
tions and potentials. 

Techniques, instrumentalities and modalities in the achievement of 
the ideal community mental hospital can be discussed best in relation to 
the following desiderata: 

1. Patient Contact with the Community. Staff is trained to pre- 
pare the patient for discharge beginning at admission. Expectation of 
long hospitalization and dependence on the hospital are discouraged. 
It is now recognized that much therapeutic or rehabilitation work can 
be done in aftercare or transitional facilities. We assume that reality 
problems of adaptation to the community are generally best dealt 
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with in vivo, and the patient should not therefore be encouraged to 
surrender to dependency on the hospital for passive gratification of sick 
needs. 

At the point of discharge, resistances develop in both staff and pa- 
tients, In patients, there is an aggravation of symptoms or acting out. 
Staff is often threatened by exacerbation of the patient’s psychopathology, 
and in itself has often developed dependence upon the patients such that, 
in some instances, the staff need the patient more than vice versa. But 
firm emphasis by management on early discharge planning and looking 
to the outside for therapeutic aid will encourage staff to resolve its ties 
to sickness and actively seek early mobilization of family, job and com- 
munity to the patients’ benefit. 

Altogether we are speaking here of greater flexibility in patient man- 
agement as regards use of both hospital and community resources, a less 
serious view of risks in discharging a patient, and a greater value put on 
the community as a therapeutic ally. Thus the patient is permitted earlier 
visiting privileges, weekends and evenings out; he continues to utilize the 
social-recreational advantages of the outside, such as baseball, theater, 
gyms, parks, picnics, beaches; and wherever the situation warrants he is 
permitted to work in the community while resident in the hospital, or 
paid contract work can be brought into the hospital to provide tangible 
and realistic incentives to combat apathy and retreat. 

2. Relatives Contact with Patient and Hospital. Relatives are 
the proximal group representing the community with whom the hos- 
pital has contact. Potentially they consitute a body of individuals, most 
likely greater in size than the patient population, Consider this fact: 
in the state of Massachusetts some 30,000 patients are hospitalized, 
presumably representing at least 30,000 relatives who were at some 
time in contact with the hospital and challenged by the problems of 
mental disease. If during their lifetime approximately 10 per cent of 
the citizens in the Commonwealth may be expected to be hospitalized, 
then presumably at least this number of relatives will have had an oppor- 
tunity to experience the mental hospital and the problems of mental ill- 
ness. For this very large group, no well-thought-out plan exists to culti- 
vate favorable attitudes to mental illness. Mere contact alone with the 
hospital does not necessarily change attitudes favorably; it is, rather, the 
nature of contact that matters—-its educational and growth-enhancing 
values. If the contact is carefully planned and full advantage taken of 
learning opportunities provided by this experience, relatives may become 
more enlightened and accepting of mental hospital and mental illness 
and thereafter become effective ambassadors and catalysts of goodwill 
and community understanding. If the contact is negative, threatening or 
anxiety-provoking, where the threat and anxiety have no opportunity to 
be “worked through,” relatives may become more resistant to mental ill- 
ness and driven further away from hospital and patient. 
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How can the relatives’ contribution to the hospital be enhanced; 
how can the relative get more out of the role as relative? The first prob- 
lem, which has received scrutiny in some advanced hospitals, is the prob- 
lem of visiting (Hotchkiss, 1956). Some have asked, What is the nature 
of the visiting experience; how do patient, relatives and staff meet; is 
the visit conducive to a relaxed, meaningful exchange, or is it a formal, 
duty-bound affair? Does the relative have an opportunity to come into 
contact with staff and to have his questions properly answered? 

Several hospitals have successfully extended their visiting time. In 
one center, visiting time has been increased from one hour daily to nearly 
eight. This has been accomplished without increased stress upon staff; 
instead of visitors coming in one large rush or traffic jam during the des- 
ignated hour, they now come throughout the longer period in smaller 
numbers, and are easier to handle. The visitor is now free to stay for a 
“natural” period instead of for the prescribed hour. His visit may be in 
any part of the hospital where he can see activities, observe patients, and 
at times join with them in their daily life. The next step is for the visitor 
to become a social and recreational partner; in participating thus he may 
acquire a more positive feeling for the hospital and help the patient to 
feel more “at home.” A freer relative who has an opportunity to do 
something rather than sit and force conversation may be a happier rela- 
tive and a healthier link between patient and outside. 

Relatives are being encouraged increasingly to enter into individual 
or group discussions with staff (Greenblatt et al. 1957, Kahn and Prest- 
wood 1954, Steele 1948). In some instances these are primarily informa- 
tional, in others the relative becomes a “client” himself. This recognizes 
the role of family members in mental illness. As staff deals more with 
family members, new light is cast on the meaning of illness and of hospi- 
talization. Family members meeting in group sessions are usually eager 
to share problems with each other and often gain considerably from mu- 
tual exchange and expression of emotionally charged concerns. These 
kinds of group activities help greatly, we believe, to prepare the family 
to receive the patient on discharge and to weather crises that so fre- 
quently arise in the adjustment period. 

Family’s participation with the patient in the hospital is a prepara- 
tory step to incorporation of family members in the hospital organization, 
especially its auxiliary or volunteer groups. They can be invited to con- 
tribute as welfare-minded citizens to help the hospital and, thus, to add 
a new role to that of patient’s relative. 

Staff contact with family is a preliminary step to staff visits in the 
patient’s home setting and staff appreciation of family dynamics, Such 
visits are very useful in aiding the transition from hospital to home, and 
in aftercare as well as in prevention of relapse. They should also be ex- 
plored for their possible utility in prehospitalization orientation of pa- 
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tient and family, and even in prevention of hospitalization. The latter has 
been systematically attempted by two clinics in Boston recently and with 
notable success (Freedman et al. 1960, Moore et al. 1960). 

3. Staff Contact with Community. The movement of patients into 
the community can best be accomplished if staff, too, is interested in 
the community and properly adapted there. Too often in the past 
the mental hospital has been a place of retreat or haven of refuge for 
staff members, many of whom themselves found life in the communi- 
ty too anxiety-provoking. They sought security in living within the 
confines of the hospital with room provided free or at low rent, meals 
served, and financial stresses minimized by steady income. However, 
only when staff appreciates problems of living in the community and 
experiences ways of solving them can they help patients face reality with 
courage and confidence. Based in the community and working in the hos- 
pital, staff members live more like the average citizen. Since they are 
more en courant with community facilities, they may more readily par- 
ticipate with patients in their contacts outside of hospital grounds. 

As we have said regarding relatives, staff may become better com- 
munity ambassadors of goodwill, interpreting the hospital’s program to 
friends and associates, and participating in community organizations. 
Furthermore, staff is encouraged to take an active part in public lectures, 
panels, and other media of communication. Thus, if patients in transition 
are in a sense becoming alumni of the hospital, the staff should not be a 
narrow cloistered group. but a “community faculty.” 

4. Community Contact with the Hospital. The community men- 
tal hospital will not only encourage visiting of relatives but will hold 
open house and conduct tours for interested organizations or groups. 
Volunteers and auxiliary personnel have already proved their worth 
(Evans 1955, Frank 1949, Hyde and Hurley 1950, Malamud 1955, 
Spingarn 1959). Volunteer hospital organizations now include not 
only citizens but also students from universities who may become a source 
of enthusiastic and creative manpower. This has been amply demon- 
strated in the activities, for example, of the Harvard-Radcliffe stu- 
dent group (and others from surrounding Boston universities) (Green- 
blatt et al. 1957, Jurkowitz 1956, Spencer 1957, Umbarger et al. 1960) 
as part of the mental health volunteer effort of the Phillips Brooks House, 
a Harvard student center. This student resource, if expanded and devel- 
oped throughout the nation, would, we predict, greatly benefit students 
and patients alike. 

Churches and community organizations have an unusual opportu- 
nity to apply themselves to the cause of the needy. Some churches have 
adopted wards, and some communities have shown special interest in 
citizens hospitalized from their area. Some citizens’ groups have played 
a prominent role in helping discharged patients, setting up expatient 
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clubs, halfway houses, etc. Those citizens in strategic positions in indus- 
tries that are willing to hire expatients can be an exceptional source of 
strength, for work is vital to rehabilitation and self-respect. 


Implications for Staff 


The new developments in hospital-community transition suggest that 
staff needs instruction on the importance of discharge, rehabilitation, 
community psychiatry, home visits, continuity of patient care from pre- 
hospital to posthospital period, and the more flexible and creative use of 
hospital and other facilities such as day and night units and halfway 
houses. In the future, staff will be trained to see the hospital as a tempo- 
rary care facility, to be used not longer than the patient’s vital needs 
require. This will hopefully lead to a new concept of the mental health 
center of the future with less emphasis on new construction, more on 
personalized care during part of the day or brief total periods with the 
expectation that patients move on selectively to settings or environments 
most appropriate to their prevailing needs and current growth poten- 
tialities. 

Thus, a new orientation to training of psychiatrists, ancillary and 
ward personnel, rehabilitation workers, volunteers and community par- 
ticipants is emerging as a necessary ingredient in the development of the 
community mental hospital of the future. 
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Common Assumptions, Dimensions, And Problems 
Of Pathway Organizations 


David Landy and Henry Wechsler 


Having described four types of new pathways. from the mental hos- 
pital, the remaining business of the issue editors is to attempt to integrate 
these contributions by delineating and exploring common assumptions 
made by these bridging agencies about their functions; selected structural- 
functional features, or dimensions; research and practical problems; and 
values as expressions of American cultural orientations. 


Common Assumptions of Pathway Agencies 


Irrespective of their form, location, size and other factors, all path- 
way agencies of the types discussed in this issue appear to make common 
assumptions about their part in the rehabilitative process, These may be 
grouped as follows: 

1. Continuity of Rehabilitation. As in sociocultural models of so- 
cialization, in rehabilitation it is deemed desirable that the process be as 
smooth as possible (see first paper in this issue). In this sense, the tran- 
sition agencies serve to anticipate and eliminate potential discontinuities 
or abrupt gaps between parts of the process, particularly the movement 
from hospital to community. The psychiatric assumption is that the 
patient will be less likely to relapse or regress if, in some cases, he is not 
placed immediately upon discharge into a socially and psychologically 
demanding environment. 

2. “Delaying Action.” To avoid possible socially and psychologi- 
cally noxious effects of an abrupt thrust into the outside world, the path- 
way facilities are viewed for some patients as kinds of “decompression 
chambers,” that aid passage through the stages of rehabilitation. Thus 
possible effects of the usually heavy pressures of community living are 
postponed temporarily by the delaying action of the lighter (but more 
“realistic” than hospital) pressures of the transitional agency. It is as- 
sumed that the delaying action or decompression effect is best achieved 
within the context of a milieu which is relatively nonrestrictive, non- 
threatening, loosely structured, and hierarchy-reducing; that is, a shel- 
tered environment (see Greenblatt’s paper in this issue). 

3. Socialization and/or Resocialization. It is assumed that the 
mentally ill individual is socially impaired in part, at least, because of a 
pathologically distorted socialization into his family and society. To re- 
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store him to, or retrain him for, an adequate level of interpersonal com- 
petence, it is believed that he needs to live for a period in a protected 
social environment in which he may learn to interact effectively with 
peer and authority figures. The peer group is comprised of others who 
have shared the common experience of illness and hospitalization, and 
are sharing the common experience of group living and moving toward 
normal community status. The authority figures are the rehabilitative 
“enablers” who in the ideal case attempt to reduce social barriers between 
themselves and the patients while setting up “realistic” limits for be- 
havior, thus serving as “normal” role models, 


Dimensions of Pathway Organizations 


While all four types of pathway organizations described in this issue 
are characterized, explicitly or implicitly, by the common assumptions 
discussed above, they tend to vary along several dimensions structurally 
and functionally in terms of the kinds of solutions designed to meet needs 
of various patient populations in various settings. As schematized below, 
these dimensions are seen as possible alternative modes of transitional 
care. 

1. Closed and Open Systems. Rehabilitation may take place in a 
series of institutional settings that may be conceptualized as ranging 
from the closed, custodial type of institution to the open, presumably 
therapeutic type. One index of the degree of openness of the institutional 
system is the proportion of involvement of the member’s life-space in it, 
or the extent to which it is responsible for, and seeks to control, the total 
life of the patient. A frequent rehabilitative sequence along this con- 
tinuum is that which begins with the person’s admission to a closed ward 
while he is in an acutely disturbed state, continues with his transfer to 
an open or convalescent ward as his symptoms remit, thence to a day hos- 
pital, which places him back into community residence while continuing 
a hospital program. From this stage he may be discharged directly into 
the community or placed in one of a number of transitional facilities 
such as those discussed herein. The assumption of rehabilitators is that as 
the patient is able to take on more responsibilities and pressures of social 
life, he is placed into situations which permit a greater proportion of 
openness of choice and decreasing pathological involvement. 

2. Professional and Lay Orientation. Pathway facilities differ in 
terms of the extent of their professional or lay emphasis, both in outlook 
and in terms of the use of personnel. The professional to lay continuum 
can be seen as extending from the rather totally professional-medical 
orientation of the day hospital to the partially professional, essentially 
nonmedical orientation of most halfway houses and sheltered workshops, 
to the lay orientation of member-run, autonomous expatient groups. Dif- 
ferences along this dimension reflect basically the view of the facility re- 
garding the amount of responsibility, initiative and freedom that the 
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expatients whom it serves need and are prepared to accommodate. Path- 
way organizations select members on the basis, in part, of whether the 
amount of professional-medical supervision available is sufficient for the 
patient’s requirements. The traditional mental hospital has few criteria 
for selection other than mental illness (except legal requirements), 
whereas sheltered workshops and halfway houses tend to exclude patients 
who appear to need constant supervision and care. 

3. Dependence and Independence. All rehabilitative agencies, in- 
cluding those with a transitional function, are faced with the paradox 
that while a major objective is the enabling of the patient to achieve 
sufficient independence to operate autonomously, the supports provided 
by the sheltered milieu may perpetuate the dependency th:t the patient 
brings with him, or stimulate latent dependent needs. To minimize such 
effects some facilities have established mechanisms such as time-limit 
on residence in certain halfway houses or on jobs, as in the case of the 
transitional employment program of Fountain House. Another impetus 
toward the shedding of dependency are the constant reminders of staff 
that the member is there only temporarily, and the proffering of their 
assistance in obtaining work and other means of achieving independent, 
community status. Where such mechanisms are not present, or do not 
operate effectively, fears have been expressed that the facility becomes 
a “dumping ground” for unrehabilitatable patients. 

4. Patient Role and Nonpatient Role. The objective of the rehabili- 
tation process seen sociologically, and also one of the objectives of the 
process seen psychiatrically, is for the patient to surrender his role in 
favor of that of nonpatient. An assumption of pathway facilities that 
influences their structure and design is that they are constructed on more 
“realistic” or “normal” bases than the hospital by fostering family-like 
or work-like situations analogous to those the patient will experience in 
the larger society. Experiencing the ways of transitional facilities should, 
in the ideal case, enable him gradually to relinquish the “abnormal” at- 
tributes of the patient role and resume or re-acquire attributes of a non- 
patient or “normal” role. However, being a member of a pathway agency 
involves the assumption of an expatient role. To the extent that he is not 
able to wean himself from the facility, he clings to this alternative to 
nonpatienthood. A question is raised as to whether the rehabilitative proc- 
ess has succeeded where the patient assumes the expatient role indefi- 
nitely. 


Some Problems of Researching Pathway Organizations 


The research-minded reader will no doubt by this point wonder 
about the relative lack of specific, verifiable studies of the effectiveness 
of these facilities. The fact that scant evidence is offered of carefully 
controlled attempts at evaluation of results, and of clearly defined, test- 
able concepts and hypotheses, should not be construed as being due to 
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an oversight of the editors and contributors. Two of the contributions 
are based upon systematic studies, the details of which are published else- 
where. One is the experimentally-designed, controlled study of the Altro 
protected workshop by Meyer and Borgatta (1959a), the other is an ex- 
ploratory-descriptive study by Landy and Greenblatt (n.d.) of a half- 
way house in which an attempt was made to specify evaluative criteria. 

An extensive survey several years ago of evaluative research in prob- 
lems of mental health by a subcommittee of the National Advisory Men- 
tal Health Council (N.I.M.H., 1955) disclosed a startling scarcity of 
careful objective studies of the exploratory or experimental variety, a 
reliance on untested impressions as proof, duplication of effort, lack of 
knowledge of previous studies and confusion of levels of conceptualiza- 
tion. 

In the absence of definitive studies, “clinical impressions” are often 
used as “proof” or “demonstration” of the value and effectiveness of path- 
way agencies. Often the reader of these reports is hard put to distinguish 
between hopes of utopian rehabilitative arrangements to be achieved pre- 
sumably in an unknown future and actual evidence of specific accom- 
plishment. Claims for the success of this or that venture often are made 
freely, or the reader is left with the impression that the facility is of un- 
questioned value and it only remains for the busy practitioners to put a 
research team to work to uncover what is already an obvious fact. If the 
reader is skeptical, it is wise that he remain so! 

Some common assumptions of the worthwhileness of transitional 
agencies may mislead the unwary reader into a perhaps unjustified feeling 
that these agencies already have conclusively demonstrated their value. 
A few cautions are in order: (1) Brevity of length of stay does not neces- 
sarily imply that the rehabilitative objective has been accomplished, nor 
does long-term residence indicate necessary failure. Ideas of optimal 
length of residence tend to differ among various facilities and even to 
change with time and experience within the same facility, as in the case 
of halfway houses (q.v.). (2) Unsystematized impressions of “success” 
in facilities that select patients on the basis of their presumed ability to 
benefit by what the facility offers, in the absence of adequate control 
groups, are, to say the least, inconclusive. (3) Use of quantitative, “statis- 
tical” data without specification of premorbid baselines and criteria for 
measurement of rehabilitative status, so that the latter may accurately 
be compared with the former as a measure of rehabilitation effectiveness 
or degree of “improvement,” is no more convincing — and in fact, may 
be more deceptive — than use of uncontrolled clinical judgment. 

Lest the experimentally-minded social researcher feel completely 
frustrated at the present state of research in this area, we must, in all fair- 
ness, point out a few difficulties of controlled studies in clinical or re- 
habilitative settings: (1) Controlled studies imply that the experimental 
group receives the treatment or rehabilitation program and the control 
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group does not. This is difficult, often infeasible of accomplishment when 
subjects are ill human beings and ethical problems are raised regarding 
the giving or withholding of treatment (Landy, 1959). (2) A similar 
problem arises in regard to random assignment of patients to different 
groups receiving different types of treatment; few physicians or other 
practitioners wish to prescribe treatment via a table of random numbers. 
(3) Matching designs are not easy to execute since little is known of the 
variables along which patients should be matched and compared. Classic 
sociological factors like age, sex and socioeconomic status may. not in 
fact be crucial or significant in studies of pathway agencies, and significant 
variables have not yet been clearly identified. 

Despite such knotty problems of research design in rehabilitation, 
some approximations of systematic procedure occasionally have been 
achieved (Meyer and Borgatta, 1959 a,b). The studies of Altro work- 
shop and Rutland Corner House have already been alluded to. The 
reader will recall that a study is presently underway at Fountain House 
Foundation in which a control group of patients not accepted into the 
program is being compared with other groups receiving different amounts 
of services offered by this expatient organization. In the mountains of 
studies appearing in the field of pharmacological treatment of the psy- 
chiatric patient, careful experimental designs are increasing in number 
after several years of fragmentary studies of tiny samples, as clinicians 
become more vitally aware of the need for replicability and verifiability. 
Furthermore, occasionally in the past, follow-up studies of discharged 
psychiatric hospital patients, and less often, of discharged clinic patients, 
have utilized systematic designs and even attempted clearly to define 
criteria and concepts (See N.I.M.H., 1955, and abstracts of more sys- 
tematic studies therein. See also Zubin and Staudt, 1957, for an excel- 
lent critique of follow-up studies of somatotherapies of schizophrenia. 
Problems of measurement in evaluation of transitional agencies are dis- 
cussed in Katz, 1960.). 

In emphasizing the need for more rigorous research, we must not 
overlook the feasibility and need of careful, exploratory and descriptive 
studies of significant and meaningful problem areas. The field of re- 
habilitation in general, and of transitional or pathway facilities in parti- 
cular, could well benefit by many more objective descriptions of process 
and components. In such studies the more crucial variables could be 
tracked down and identified, paving the way for experimental research. 


Some Crucial Problems Facing Transitional Agencies 


Currently all facilities engaged in easing the community restoration 
of the discharged mental patient are groping, more or less intuitively, to- 
ward answers to problems of practice that in some degree affect all of 
them. While systematic research of the order discussed in the preceding 
section is necessary for definitive knowledge, it seems possible that by 
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raising and objectively facing these questions in terms of knowledge of 
everyday practices and policies tentative answers may be found, The 
editors are aware of the fact that no agency can succeed in its operations 
without a high level of “therapeutic enthusiasm” on the part of its staff. 
Practitioners must believe in what they are doing for their practices to 
have beneficial effects, But optimism, however necessary to the thera- 
peutic and rehabilitative process, is in itself no guarantee that the goals 
of the agency are being reached. Obscuring defects and playing up suc- 
cesses in a “best-of-all-possible-worlds” manner can only serve in the 
long run to deceive clients, sponsors, public and the agency itself. Honest 
appraisal of procedures and weighing of shortcomings may not always 
serve to make the agency a sensational “success,” but it will insure that 
its future operations will be based on sounder knowledge and undoubted- 
ly increase the probability of true success. Some crucial problems to be 
faced, it seems to us, are these: 

1. Length of stay. While there are differences in individual needs, 
each agency eventually must learn a range of optimal length of stay. This 
must be considered in terms of balancing benefits accruing from the de- 
laying or decompression effect as against possible undesirable accretions 
of dependency. The goal is to maintain the transitional nature of the 
facility while serving as many clients as possible, and at the same time 
providing maximum benefits to each. 

2. Readmissions, To our knowledge, no agency has yet squarely faced 
this problem and little accurate information exists of readmission rates 
to transitional agencies. The fact of readmission, or even a series of 
readmissions through time, does not in itself indicate “failure” on the 
part of the agency, any more than discharge without subsequent readmis- 
sion indicates “success.” The question is the degree to which the facility 
wishes to take on aspects of a “permanent sanctuary,” a friendly, pro- 
tected environment easily accessible to its graduate clients, This latter is 
an ideal of some social psychiatrists, who feel that the provision of such 
a sanctuary would eliminate the need for formal recommitment to mental 
hospitals and insure ultimate success of the rehabilitative aims. 

3. Selection. Most facilities tend to operate on the basis of negative 
selective criteria (i.e., no alcoholics, homosexuals, psychopaths, etc.) and 
use only vague positive criteria (i.e. rehabilitation potential, work toler- 
ance, etc.). Consequently they have not developed systematic admission 
policies and depend primarily upon current or recent experiences to in- 
form them. Three effects are possible: (1) The success of the agency 
cannot be evaluated if only “good risks” are admitted while “poor risks” 
are omitted. (2) Certain types of needy expatients may be ineligible for 
all existing facilities. (3) Facilities may not be aware of the extent of 
homogeneity of the patient population they serve and therefore may not 
set up appropriate procedures for staff selection, activity programming, 
physical plant, and relationships with referring and cooperating agencies. 
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4. Costs. It is not apparent to us that so far pathway organizations 
have in fact been able to operate more cheaply than hospitals and existing 
social agencies. To say that a facility “saves money” by using an already 
constructed building, or by “borrowing” personnel or consultants, is using 
black ink on the red side of the ledger. If indeed these facilities operate 
more economically, then the yardstick must be the extent of decrease or 
prevention of hospital readmission, forestalling of effects of chronic ill- 
ness, and maintaining former patients in productive and gratifying com- 
munity roles. 

5. Determination of Need. While there is a general assumption that 
widespread needs exist among psychiatric patients for the types of facili- 
ties discussed herein, no attempt has been made (except for a survey by 
the Joint Commission on Mental Illness and Health, to appear shortly) 
to determine the scope and extent of such need. It has been traditional 
for social agencies to determine need of their services by community-wide 
surveys, but it is not at all clear to what extent the needs which have 
been measured are the ones actually being fulfilled by the agencies. The 
problem of determination of need can be approached from the viewpoint 
of sampling surveys of patients near discharge, or capable of discharge, 
from hospitals and clinics, if rigorous criteria for the measurement of 
needs can be set up; or it could be approached through using number 
of readmissions within a year to hospitals and clinics as an index of need; 
or some combination or variation of these approaches could be utilized. 
At present, however, aside from the belief of some administrators and 
clinicians that such needs exist, there is little objective knowledge of 
whether such beliefs are well-founded. 


Rehabilitation Values and American Culture 


Inevitably the culture and social structures in which mental illness, 
as well as treatment and rehabilitation procedures to alleviate it, occur 
will contextualize these processes and furnish the values and premises 
which underlie them. The assumptions and operations of pathway or- 
ganizations, as will be seen from examination of the preceding papers, 
could take place only in a culture such as that which characterizes 
American society. 

For example, highly valued are the following: work, socially ac- 
ceptable behavior, egalitarianism, democracy, individual expression, en- 
hancement of self-esteem, reduction of social barriers between rehabili- 
tators and patients, facilitation of upward and downward communica- 
tion, restoration of earning power, helping the patient to help himself, 
perservering hope even for the apparently chronically ill, therapeutic com- 
munity, therapeutic society, improvement of morale at all levels, educa- 
tion and enlightenment of the community about mental illness, teamwork, 
collaboration, adaptation to the community, emphasis on ego-strengths, 
interpersonal competence, and so on. 
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Hand-in-hand with such values is a sanguine belief that all bar- 
riers to rehabilitative goals can be overcome if only enough money, per- 
sonnel, physical facilities, cooperation, teamwork and so on, can be 
brought into play in the rehabilitative effort. Implicit, too, is the future- 
time orientation so typical of American society; no matter how sick and 
socially impaired the individual, he can be helped to fulfill his future 
promise if the restorative forces of medicine, social work, nursing, social 
science and other groups are brought to bear upon his problem. Eventual- 
ly the mountains of mental disease will be leveled with the bulldozers 
of therapy and rehabilitation. Past failures are challenges to present ef- 
fort in order to attain future possibilities, not portents of future failures. 

To understand and cope with the problems raised by the influence 
of cultural values on rehabilitation, rehabilitators must of course under- 
stand something not only of the orientations that exemplify American 
society and its elements, among which they and the patient are num- 
bered, but they must begin to discover handles for grasping their social 
and cultural dynamics. In what ways do these values interlock and inter- 
relate in something approaching a synthesis of American culture patterns? 
In what ways do these values appear to contradict and pull against each 
other? Assuredly all these values do not make for a perfectly integrated 
cultural whole, and their disconsonances and antithetic valences may 
be in part responsible for the cultural dislocation and psychological con- 
flict that disturbs the troubled individual. Furthermore, new values are 
being introduced in a period of rapid cultural change, old values are 
taking on new meanings or modified beyond recognition of older genera- 
tions (Landy, 1958). We are not suggesting that rehabilitation as a pro- 
fessional endeavor must—or can—be value-free. True “nonjudg- 
mental” evaluation is probably impossible. But awareness of values and 
the cultural dynamics which bring them into synthesis or pull them into 
disorganization may help rehabilitators to understand more clearly the 
phenomena with which they deal, and perhaps make such rehabilitative 
agencies as pathway organizations operate more effectively. 


Final Remarks 


Since contributors to this issue obviously differ as to experience, 
writing style, intellectual and emotional commitments, and outlook (par- 
ticularly their degree of optimism or pessimism), it may be unwise to 
compare and rank these pathway modalities as to effectiveness on the 
basis of these papers. Though one writer feels the agency he describes 
is extremely efficacious while another feels the agency he writes about has 
doubtful rehabilitative value, we should not conclude that the former fa- 
cility is superior to the latter. 

As some types of facilities become increasingly pervasive, with con- 
comitant increase in vested interests, there is a tendency toward rehabili- 
tative imperialism; the claims it makes for itself, upon close examination, 
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may not differ essentially from the features of any modern, open-door, 
therapeutically-oriented hospital or social agency. 

The editors trust that the frankness of their critique will be inter- 
preted not as due to a feeling of discouragement and lack of hope re- 
garding these pathway facilities, but as an indication of their belief that 
these new rehabilitative modalities of contemporary psychiatry are worth 
careful consideration and hold immense promise for the present and 
future. 
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